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PRESIDENT’S FOREWORD 
By D. G. McKerracuer 
Professor of Psychiatry, University of Saskatchewan, 
President of the Canadian Psychiatric Association 

The Journal of the Canadian Psychiatric Association now has a new name 
and a new look. Actually, the Journal is a reincarnation of the Bulletin. The 
Bulletin was one of twins, the sibling of the Canadian Psychiatric Association. 
It survived its precarious infancy, thanks to the tender and patient care of Dr. 
Boothroyd. The present change in format comes in part through increasing 
maturity and in part results from new responsibilities, namely, advertisers. 

At the beginning many asked “Why a Journal anyway?”. I do not hear 
this question so often now. Most psychiatrists realized that the Journal is the 
structure and sinew that must tie together the widely separated members of the 
Canadian Psychiatric Association. This separation of members is not only 
geographic, but also a sharp reminder of the increasing diversification of 
psychiatry. Canadian psychiatrists now work in many different settings including 
mental hospitals, private practice, government clinics and universities. They aid 
private industry and government social service. The Association is an effort to 
share ideas and to provide mutual support so that psychiatrists may increase their 
contribution to Canadian health and human welfare. 

It is not out of place to suggest a definition of the goal of psychiatry. It 
might be described as the application of the scientific method toward increasing 
the clinical skill of those who work with the mentally ill. Science came late to 
the aid of those trying to treat mental illness. This can be understood when we 
glance back to the entry of science into the study of human affairs. The first 
million years of man’s existence passed without benefit of the written word, hence 
no science and no need for a Journal. Four hundred years, before Christ, science 
had a brilliant but brief beginning in the experience ‘of Ancient Greece. It then 
lay dormant for 2,000 years reappearing at the time of the Renaissance. Naturally 
superstition-ridden mediaeval man concerned himself first with the secrets of the 
heavens and studied the relationship of the earth, the sun,'and the moon. Then 
he became interested in items like sources of power with gunpowder heralding 
the science of chemistry. His first scientific look at himself was at his physical 
makeup. Da Vinci fostered this curiosity about the body and Harvey uncovered 
some secrets of its function. 

Many taboos and resistances had to be overcome before this new tool of 
scientific inquiry could be applied to the diseases of the mind and to the mind 
itself. Bright restless men had hunches about the nature of the menta: diseases 
which they saw in medical practice. Kraepelin, Freud, and others recorded these 
hunches, so scientific inquiry into the basis of man’s behaviour was launched. 
Today this i inquiry goes on. It extends from Kinsey to Chlorpromazine. It can 
only flourish in an atmosphere of discussion and intelligent criticism. 

This Journal must provide a discussion platform for Canada’s 600 psychi- 
atrists. More and more doctors are confining their professional activities to the 
study and treatment of mental disorder. New and interesting phenomena are 
being observed. Novel and stimulating hypotheses are being formed. These 
observations and hypotheses must be recorded and circulated if they are to be 
criticized and tested. This is the only way in which our knowledge can grow. 
This is the task of the Journal. May its voyage be propitious. 
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DEVELOPMENTS IN SOCIAL THERAPY* 
DesMonp Curran, M.D., F.R.C.P., D.P.M.! 


It is difficult to know where to start and where to end when one is discussing 
social therapy. I shall if I may start with some of the difficulties I have met 
with in teaching psychiatry to medical students, and in serving on Committees 
with intelligent lay people. 

Like all others who try to teach Psychiatry, or have to explain what 
Psychiatry tries to do, one has to make the point repeatedly that psychiatric 
treatment does not consist of either pills or potions, i.e. physical methods of 
treatment, or psychotherapy, but consists of a mixture of physical, psychological, 
social and environmental measures in varying proportions according to the case. 

Secondly, one has to make the point that commonsense or even profound 
psy chological understanding is not all we have to offer. For example, no amount 
of psychological understanding or commonsense, apart from special experience, 
could, I think, possibly help in foretelling which cases would be likely to benefit 
from shock treatment, or the social risks that could reasonably be run in a 
partially remitted case of schizophrenia. 


Thirdly, one has to make the point that psy chotherapy i is not synonymous 
with psy cho-an: alysis, but is something much wider. Further, one need not feel 
a psychiatric sw indler in giving straightforw ard didactic advice. 

Fourthly, one has to make the point that, although a rough distinction can 
be drawn in medical activities between what a doctor can do himself and what 
he can advise other people to do, it is only a rough distinction, and that the 
latter activity, namely what the doctor advises other people to do, can be more 
important therapeutically, 

In this connection, | think that medical students, (and this holds after 
qualification), are apt: 

1. To over emphasize and over-rate, naturally enough, the importance of their 
own actions and what they do themselves directly, 


2. To forget or to take for granted the social setting which alone may permit 
of these more or less direct actions on their part, and, 

3. To underestimate the importance of the advice they give to others and what 
they can do indirectly. 

For example, if a patient is given electro-convulsive therapy, there is a danger 
that it should be classed as a purely physical method of treatment; but the 
arrangements necessary for giving a course of E.C.T. to the best advantage— 
whether the patient should be in hospital or not, how he should spend his day 
and so on— —clearly involve social considerations and social manipulations, including 
explanation and advice to relations, friends and employers. 


I venture to suggest that doctors are apt to take for granted the type of 
social therapy I have just tried to outline, and hence to underestimate its 
importance. I am labouring this obvious point, namely that social therapy is an 
essential part of all psychiatric treatment, because I conceive there may be a 
risk in laying too much emphasis on recent developments in social therapy and 
novel techniques. What may seem humdrum, or what may even fail to be 
recognized for what it is because it is so familiar, may be despised and neglected 
with the advent of the new and the spectacular. I have in mind developments 
such as “psychodrama”. 


*Read before the Annual Scientific Session of the Canadian Psychiatric Assoc., Toronto, June 18, 1955. 
1Senior Consultant Psychiatrist, St. George’s Hospital, London, Eng. 
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Fifthly, and this is not so much a new point as an expansion of what has 
just been said, I think that both doctors and lay people tend to harbour the 
notion that “ideally”, so to speak, treatment should either consist of a specific 
in the form of some physical treatment, or that “ideally” all patients should 
be psychoanalysed; with the corollary that social therapy is a confession of 
ignorance or failure and a second best. 

The sixth point that I want to make is an almost painfully obvious one. 
Both what needs to be done and what can be done depends upon social and 
cultural conditions. For example, Dr. P. M. Yap, the Medical Superintendent 
of the mental hospital in Hong Kong, told me recently that senility was a minor 
psychiatric problem in the colony, for the tradition still persisted in China of 
looking after the old folk at home. Hence, there was little need of institutional 
accommodation; nor, living as respected seniors in the family clan, were the 
old ~— so lonely; and hence there was no need whatsoever for “Darby and 
Joan” clubs. Very few old people were what Sheldon has called “isolates”. 

To recapitulate briefly: I have said that a rough distinction can be drawn 
between what a doctor can do himself and what he can advise others to do, 
including, of course,—if the psychonalysts will forgive such a heresy—the patient. 
But how much can in fact be achieved depends upon the facilities for implementa- 
tion that are available; otherwise, as I think Oscar Wilde put it, the only thing 
to do with good advice is to pass it on. 

One final point; if it is granted, as surely it must be, that the type of social 
therapy that can be employed is dependent upon social and cultural conditions, 
it follows that social therapy is also tied up with administrative and legal issues. 
It is only possible to harbour the illusion that administration doesn’t matter so 
long as the administrative arrangements are good, or alternatively if one is a 
lone wolf worker, (yet it often appears reasonably well fed), in a society that 
can afford to pay. It is, therefore, no paradox that Psychiatry, in many ways 
the most personal branch of medicine, is more dependent upon administrative 
arrangements than is perhaps any other branch of medicine; for this follows 
inevitably from our special concern with the social life and social well-being 
of our patients. 

This lengthy preamble may help to explain the special diffidence I feel in 
addressing a Canadian audience, for your conditions are so different, and hence 
your problems are different too. For example, we do not have the problem 
of vast distances. I think there is no part of Great Britain further than 70 miles 
from the sea. And one, who like myself, is a Londoner, has little idea of the 
problems of residents of Saskatchewan as opposed to those of Catholic French- 
speaking Canadians in Quebec or Montreal, with, | would suppose, their totally 
different physical conditions and cultural backgrounds. In trying to develop a 
better social therapy, the question we should all ask is “What are the problems 
with which we have to deal?” and the techniques and developments applicable 
in other conditions and settings may be quite inapplicable in yours. 

I believe that developments in social therapy in England lie mainly in the 
expansion of facilities in directions already well known to be desirable, rather than 
anything startling and new; and they are also, I think, mainly attributable to the 
framework provided by our so-called “Welfare State”. This, however, has raised 
problems of its own. For example, if we can do more for patients socially, it may 
be that they expect more to be done. But it must be remembered that the 
object of the National Health Service Act of 1946 was to provide “a compre- 
hensive health service for the improvement of the physical and mental health 
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of the people and the prevention, diagnosis and treatment of illness”. This has 
undoubtedly led to the wider recognition of the problem of mental health and 
to better facilities for dealing with these problems 1 in many ways. Since I cannot 
possibly cover the whole field, | must confine myself to generalizations, backed 
up by a few illustrative examples of what is being done. 


Mental Hygiene Education 

The whole question of mental hygiene propaganda is highly controversial. 
Indeed, at times it seems to some of us that our first duty may be to disabuse 
the public of their startling misconceptions and to try to alleviate the anxiety 
raised by false promises and hopes—in other words, to debunk. For example, 
platitudes such as that it is valuable for children to be loved and to be brought 
up in a steady emotional atmosphere, when hailed as new discoveries, are a sore 
temptation to the debunker, not on the grounds that they are not true, but on 
the grounds that there is nothing new about them. And sometimes, a certain 
astringency may be valuable. Would you, for example, anathematize me for 
teaching medical students that the basic principle of mental hygiene is, or should 
be, that this world is a vale of tears, for throughout the ages a considerable 
degree of discomfort and unhappiness has been the lot of mankind—this to 
counteract the all too prevalent view, in England at least, that to be lonely or 
unhappy for good reason means that you are ‘sick? I also myself thought i in the 
war years that the implicit assumption “We don’t have nerves in the Navy” 
helped to make for mental health and assisted a good many neurotic waverers 
to carry on. At the same time, there is surely a place for the education of the 
public, without sensationalism, about psy chiatric work, and especially about the 
work of mental hospitals. This has been attempted i in England by the institution 
of “open days” for visitors, by the formation of “Leagues of Friends”, and less 
helpfully perhaps, by propaganda in the Press and on the B.B.C. Yet, I have 
personally no doubt that the most effective education of the public is done by 
doctors in their daily work, and in their contacts with friends, relations, and 
employers. For example, good intelligible reports to employers and the Courts 
help our psy chiatric cause; but bad reports of the impracticable or unintelligibly 
interpretative species do not. 


In a recent Conference of our National Association of Mental Health, 
speaker after speaker stressed the importance of this closer liaison between 
psychiatrists working in hospitals and the outer world, as represented by local 
government authorities and other social agencies, and the essential importance 
of personal contacts and discussion to make for better appreciation and under- 
standing. And two excellent books have now been published cheaply in the 
Penguin Series that can be warmly recommended to the serious and intelligent 
laity who want to know what psy ‘chology and psychiatry are all about and can 
claim to do. I mean Evsenck’s (1954) “Uses and Abuses of Psychology” and 
Stafford Clark’s (1952) “Psychiatry To-day” 

Prevention cannot be separated from early treatment and it seems to me 
in both there is much need for elasticity and the avoidance of set formulae; 
for I believe the less we clog the free play of our thinking and action by 
psychological doctrine and dogma, the better will our treatment be. For we 
are faced with practical problems that need to be tackled rather than with 
with material to be used primarily as exercises in psychopathological theory or 
for the justification of a pet psychopathological theory. 


There is, as you know, no statistical evidence that psv chotherapy has any 
special value. Followed up two years later, two out of three neurotics recover 
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without benefit of psychotherapy, and the same results are found in those who 
have received psychotherapy, regardless of the type. (Eysenck 1954). 

More specifically there is no evidence that I know of to suggest that the 
major psychiatric disorders of later life, such as schizophrenia and the manic 
depressive psychoses, let alone the psychiatric disorders of old age, can be 
prevented by psychiatric treatment in childhood. Yet to say we cannot do 
everything does not mean that we can do nothing. I think the work described by 
Neustatter (1955) in a paper entitled “Prophy lactic Psychiatry in Children’s 
Homes” illustrates both what is being attempted by psy chiatrists and the elaborate 
set-up we have for the classification of children in these Homes. In London, 
there are 5,000 children in various residential establishments. These include 
residential schools for what are known as deprived children (deprived, for 
example, as the result of parental illness or neglect), what are known as “approved 
schools” for delinquent children sent there by a Court Order, schools for the 
emotionally maladjusted—for under the Education Act of 1944 emotional 
maladjustment (like educational subnormality and physical handicap for which 
there are special schools as well) is regarded as a disorder requiring treatment 
by special educational measures;—and in addition, a variety of nurseries, nursery 
schools and short stay homes. Meeting at first with suspicion and opposition, 
the number of psychiatrists engaged in this work has gradually expanded as their 
value was recognized. What is done can again be divided under the headings 
of what the doctor does directly himself in the diagnosis and treatment of 
individual cases, and what he can do indirectly by advice to the teachers, who 
often feel the need for support and encouragement in their difficult tasks. 
Neustatter makes no great claims, but believes that the service adds to the 
happiness and welfare of the children and should assist in their healthy emotional 
development. This claim seems reasonable. 

At the other end of the age scale, mention may be made of the Rowntree 
and Nuffield investigations and reports on the problems of old age. In this 
connection, the Presidential Address delivered by Sheldon (1954) at the 3rd 
International Congress of Gerontology held in London in 1954 may be found 
informative, not least in illustrating how social therapy impinges on a wide 
variety of fields. Sheldon, who is not a psychiatrist, has nonetheless a keen 
appreciation of the psychiatric aspects of the problem. As he puts it, “The 
key to vigour in many old people lies in their mental state.” Sheldon points 
out that old age is likely to become the dominant social problem in many 
countries in the next 20 years, and it is certainly now becoming one of the 
dominant psychiatric problems of Great Britain. But as Sheldon says we must 
try to avoid what he calls “medicated survival” without activ ity. It may come 
as a surprise to some psychiatrists to learn that Sheldon puts the provision of 
spectacles as “far and away the most important single thing to be done to 
maintain the useful activity of old people” ; next, he puts hearing aids; and 
thirdly, decent feet; for as he puts it, “a community whose old people possess 
satisfactory sight and hearing and can w alk on sound feet” will possess an old 
age population that is able to do and contribute far more, and thus avoid or 
postpone the mental and physical deterioration that goes with mental and 
physical inactiv ity. As regards housing, he advocates what he calls * ‘independent 
propinquity’ ’ for old people and their relatives in separate establishments, the 
housing accommodation being sited reasonably close, the advantage of this 
arrangement being that neither get on each others’ nerves in the way they would 
if they lived together, yet both can easily coalesce into one unit in times of stress. 
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This surely admirable conception is a particularly good illustration of the 
necessity of suitable administrative arrangements for social therapy. 

Sheldon also stresses the need for periodic relief of the relations by the 
provision of domiciliary help and the periodic admission of old people for short 
stays in hospital to let the relatives go off on holiday. 

I shall only mention briefly the great advance that has taken place in the 
Mental Health Services since the N.H.S. was started, both as regards in-patient 
and out-patient work. For example, according to the Minister of Health, the 
number of Out- -patient clinics now number 650. Mention must however, 
be made of the developments in social therapy as seen in all the better 
mental hospitals with the advent of clubs run by the patients themselves and 
various developments in group and occupational therapy. In this connection 
visitors to Great Britain would, I think, find visits to Warlingham Park Hospital 
at Croydon, and Graylingwell in Sussex, a rewarding experience. I have often 
thought, too, there is an increasing place for frankly designated social therapists 
as in the Crichton Royal, Dumfries. Their activities may be roughly compared 
to those of organizers in a holiday camp, and requires a sort of hypomanic 
bonhomie combined with efficiency in organization that few psychiatrists, at 
least in Great Britain, seem to possess. 

The work of Maxwell Jones (1954) which he has conveniently summarized 
in a paper entitled, “The treatment of psychopathic personalities in a therapeutic 
community” has attracted considerable attention. The set-up consists of 100 
beds associated with the Belmont Neurosis Centre, near London. Patients of 
both sexes, referred by psy chiatrists, Courts and employ ment agencies, are 
admitted for a stay not exceeding 12 months. The patients are divided into 
groups not exceeding 12 in number in one group and each patient attends several 
community meetings and one group meeting each day. The psychiatric staff 
number four. To quote, “Threats of suicide, actual attempts, aggressive 
behaviour, drunkeness, etc., are all common topics for discussion and are brought 
into realistic perspective by the patients and staff who do not hesitate to 
emphasize the anxiety which such behaviour provokes in other people.” The 
value of the absence of any punitive attitude is stressed. Maxwell Jones claims 
that after a time “the pleasure which the psy chopath appears to derive from his 
previous aggressive and sadistic behaviour is now replaced by growing feelings 
of guilt.” The use of “psy chodrama” in which patients act out their own and 
others’ difficulties constitutes a striking feature for the visitor; as does the 
informality (to use a neutral term) of the relationship between patients and staff. 

The results are difficult to assess; controls are lacking. It has been held that a 
unit of this type should not be sited structurally near a neurosis centre because 
of the bad effect of the behaviour of the psychopaths on the other patients. 
The experiment has also been criticized on the grounds that the life is so unlike 
that which exists in the outer world that it constitutes a poor preparation for 
ordinary life. Again, it has been suggested that the supply of psychiatric 
enthusiasts able and willing to dedicate their life to this type of work will alw ays 
be too small to make this type of treatment workable on any scale. There can 
‘be no doubt, however, that the experiment has hit the headlines, and there can 
ibe equally no doubt, I am afraid, that many visitors come aw ay with an uneasy 
feeling of embarrassment and scepticism, combined with a sense of guilt at not 
being more broad- minded, and a strong feeling that, however valuable, this is 
not their cup of tea. 

Yet I do not doubt that with certain individuals valuable results are achieved 
in this “Industrial Rehabiliation Unit”, as it is officially called. The sequence of 
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repentance, confession and absolution is one of ancient origin, has been practised 
in various forms for ages and we all know can do good. I wonder whether group 
discussion and community meetings and psychodrama is not disguising this 
ancient sequence in a not perhaps very attractive fancy dress, the most suitable 
medium may be for a special type of evangelist in his mission amongst 
psychopaths. 

Professor Querido (1955), in a paper read before the Psychiatric Section 
of the Royal Society of Medicine in London earlier this year, stresses that the origin 
of the Amsterdam experiment in “keeping patients out of mental hospitals” was 
economic necessity. The rising admission rate to mental hospitals caused concern 
and cost. It was first found that about 10°, of the patients in mental hospitals 
could be discharged, provided certain social conditions could be fulfilled, e.g. for 
home and support. Later a central consultation service or bureau was instituted, 
with a city psychiatrist always on duty, who had to be called out to see all psychi- 
atric cases before their admission to hospital. The city psychiatrist might decide the 
patient could be cared for at home, or send the patient to a psychiatric clinic for 
observation, but not direct to a mental hospital. After admission to a psychiatric 
clinic, the patient might be sent on to a mental hospital or home for supervision; 
or he might be sent home for supervision after a stay in a mental hospital. 
Supervision at home is carried out by teams, consisting of a psychiatrist and two 
or three psychiatric social workers. The case load of such a team is about 400. 
The “consultation bureau” as this service is called, apart from the supervision of 
the individual patient, also gives advice to various public and private bodies such 
as the public assistance office, the city housing bureau. the labour exchange and 
the police. Home help, placement in home care, assistance in finding work and 
sheltered workshops with a capacity of about 300 can also be provided. 

The total number of new contacts is about 8000 a year (Amsterdam has a 
population of 850,000) and the personnel number 45. 

Professor Querido stresses the educational value of the service and claims 
that the effect on the general public and workers in other services has been 
very marked. He also stresses how valuable, in his opinion, has the experience 
of seeing his patients in their home surroundings been for the psychiatrist who 
had previously only seen the patients under hospital conditions. The type of 
patient dealt with under supervision at home by the service were those, who, in 
his opinion, would probably make a good adjustment in hospital but “who would 
stick at that stage”. To quote “schizophrenics, epileptics, some forms of 
paranoia, various types of psychopathic or hysterical personality, senile condi- 
tions, a few cases of general paralysis are, next to the mentally deficient, the 
type of patient who is under supervision”. 

Querido states that there are about 2500 patients under supervision and about 
an equal number in mental hospitals. He does not claim that if the service 
suddenly stopped, all of these 2500 patients under supervision would need to be 
hospitalized; but he considers (1) that a state of equilibrium has been reached 
with no undue pressure on what he calls the “admission apparatus” and (2) with 
the help of the service about one third of the patients who would otherwise 
need hospital care, can be managed at home. 

This is a truly remarkable result to be able to claim. I have no first hand 
experience of this work but two points strike me. (1) The consultation bureau 
is, it would seem, a highly centralized bureaucracy, which may not be to every- 
body’s taste and (2) no freedom of choice seems available; there is no alternative 
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but to have the psy chiatrist on duty call at the home and later no alternative 
except for the patient to be under the sector psychiatrist. 

I shall not attempt to summarize the facilities for social therapy that are 
available in England, or more particularly, in London where | work. We would 
get lost w ithout the invaluable help of our psychiatric social workers, in the 
labyrinth of Ministries, local government departments and other social agencies 
that are all activ ely concerned. But I think it can be claimed that our facilities 
for social therapy are good; how good was only brought home to me when 
preparing this paper; for, as I have suggested, one takes so much for granted. 
The main deficiencies | personally encounter are in connection with housing 
and the problems of old age. For the aged, as for the mentally defective, there 
is a sad shortage of beds. This is not of course to suggest that there is no room 
for improvement; in particular, the problems of the psychopath stands out as 
still unsolved and with no solution that I can see in sight. Nor am I suggesting 
that psychiatric problems have not arisen as the direct result of some of the 
workings of our welfare state. For example, the provision of long periods on 
full pay if sick in the Civil Service has resulted in a marked increase in the sickness 
rate in the Civil Service. On the credit side, the fact that patients who need 
treatment can receive it without being financially ruined must be mentioned 
and our facilities for social therapy have I think helped to make our psychiatrists 
more practical and socially minded, a process that was also given an impetus by 
the war. 

But the facilities for social service that we possess have not been achieved 
without great cost; and this puts, I think, a special obligation on the doctor to 
be most careful in the recommendations he makes, with special reference, perhaps, 
to the awarding of sickness certificates. Indeed I conceive one of our most 
important functions in social therapy is when we decide that there is no medical 
reason why a man should not work. E xperience in the war years taught many 
of us that a great danger is to be too pessimistic as to what a patient w ith neurotic 
symptoms can stand. Another obligation is not to make fatuously vague recom- 
mendations such as “Light work”. 

We are all surely constantly faced with practical problems in social therapy 
of this kind. Should a man remain at work or not? Should his work be modified 
and if so in what way? Should he be admitted to hospital? Should he be sent 
on holiday? or for rehabilitation? How can we help him to spend his spare time 
to better advantage? or to be less lonely? Should he be referred for legal 
advice? and so on. 

Nor must you think that the help we get from officials of Government 
Departments is always an impersonal paper transaction completed with the 
filling up of a form. In this connection I should like to mention a recent case 
at my hospital dealt with by the Disablement Resettlement Officer, or D.R.O. 
an official of the Ministry of Labour, whose job it is to find disabled persons 
suitable jobs. I think it is a good example of imaginative placing. 

The patient was a dullard of 20 with an L.Q. of 80 who had reacted with 
snarling sullenness and hysterical tantrums to her employment failures. She 

came of a family marked by that snobbish gentility perhaps to be found in its 
finest flower in a London suburb. She had clearly been pressed beyond her 
capacity and more had been expected of her than she could achieve. The family 
— only be content with a job for their daughter that sounded all right. And 
», after the position had been explained to the D.R.O., he obtained for her a job 
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entitled “Laboratory Assistant”, which in fact consisted of weighing rats. This 
she could do, family honour was satisfied; and so far she has done well at it. 

But suitable decisions in prescribing social therapy cannot be taken, nor 
suitable advice given, without a full knowledge of the case, including the social 
background. I do not mean only what is sometimes referred to as “dynamic 
understanding”, but a psychiatric diagnosis and all that should imply. Further 
the collection of facts must precede the interpretation; both this and the 
implementation of advice requires practical gifts of a high order. Hence we 
prefer, and we are fortunate enough to have, psychiatric social workers who 
are good at making a good contact with those with whom they have to deal, 
can explain in simple intelligible language what they want done, know what is 
feasible and what is not, and can get it “done; all without being doctrinaire and 
without undue preoccupation w ith psychopathological theory. My former 
teacher, the late Professor Edward Mapother, used to stress the value ‘in 
psychiatry of what he called “Enthusiasm without illusions”; and in implementing 
social therapy it is essential to have both feet firmly planted on the ground. 

I have mentioned the importance of a psychiatric diagnosis before prescribing 
social therapy. It now seems unfashionable to make a psychiatric diagnosis and 
it even seems to be regarded in some quarters as a reprehensible thing to do. 
There seems to me to be a lot of woolly waffle talked about “Dynamic under- 
standing” and the “Dynamic approach” and I think it would clear the air if the 
simple word * ‘good” was always substituted for “dynamic”. For a psychiatric 
diagnosis is not just a label, but properly understood in the sense of what is 
often called a “multidimensional diagnosis”, it can have a high predictive value. 
It seems to me the dangers of the so-called dynamic approach are apt to be the 
undue emphasis laid on “understanding” and verbal explanation of supposed 
origins with almost a phobia of prediction, rationalized as “fortune telling”. 

Those with a psycho-analytical orientation do not always, it seems to me, 
distinguish sufficiently, or sometimes even at all, between pathogenic and 
pathoplastic factors, and “form” and “content determinants”. 

There is also a risk, as Dr. Joseph Wortis (1954) put it in his fascinating 
“Fragments of an Analysis with Freud” of “too constant a concern with uncon- 
scious material and a relative neglect of consciousness, of the vicissitudes of daily 
life, of experience” and again a “false assumption of the ascendancy of ideas 
over the realities of the situation” for “the treatment of individuals should not be 
limited to talk alone’. 

What I have said should not be interpreted as advocating the jettisoning of 
psychotherapy, for I believe what I have advocated necessitates psychotherapy. 
I see no reason to suppose that didactic advice cannot have psychotherapeutic 
value; I am sure it can. Nor am I suggesting that many patients do not need 
more than well thought out and considered didactic advice and social help. 
Social therapy, as I understand it, cannot be sharply demarcated from psycho- 
therapy or from physical methods of treatment. The issue is one of emphasis 
and what particular mixture works best. In treatment, we must use all the 
methods available to us. Some patients need primarily psychotherapy (not many 
I think primarily prolonged or analytic psychotherapy ); others physical methods 
of treatment; and many patients ask for and need direct didactic advice and social 
help. I think the latter echo the child in the modern advanced school who said, 
“What are we to do? Must we do as we please today?” 
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Résumé frangais 


Apres avoir souligné l'ampleur de la thérapie sociale et les difficultés a en 
définir les limites, l'auteur fait un certain nombre de mises au point sur certains 
probléme que présente la psychitric actuelle. Avant d’entreprendre la description 
4 vol d’oiseau des différents services de thérapie sociale en Angleterre, il signale 
les différences de conditions qui existent au Canada, tant géographiques qu’eth- 
iques. I! fait d’abord remarquer que la thérapie sociale na eté gradement facilitée 
par l’Acte de Service National de la Santé de 1946, qui devait viser a l’amélioration 
de la santé physique et mentale du peuple, a la prévention, au diagnostic et au 
traitement de la maladie. 

I] aborde ensuite les principaux domaines que touche la thérapie sociale. 
Traitant d’abord de l'éducation en hygiene mentale, il signale que le probleme de 
la propagande est trés controversé et recommande la prudence dans les directives 
et l’élaboration des théories. Selon lui il y aurait d’autres moyens d’éducation 
que la propagande qui seraient plus efficaces et moins dangereux et il en énumére 
un certain nombre. 


Dans le domaine de la prévention il rapporte les travaux de Neustatter chez 
les enfants et de Sheldon chez les vieillards. Depuis l’avénement du Plan National 
de Santé, il y eut amélioration des services internes et externes pour les malades 
mentaux et il faut mentionner une grande expansion dans le developpement de 
clubs conduits par les malades eux-mémes et dans l'utilisation des thérapies de 
groupe et d’occupation. L’ceuvre de Maxwell Jones au Belmont Hospital, prés de 
Londres, avec les psychopathes est bri¢vement décrite, de méme que celle du 
Professeur Querido qui a organisé une unité pour garder le nombre de malades 
hospitalisés aussitét que possible et par ailleurs aussurer un bon service a la 
population. 

Il termine en recommandant les déficiences et les dangers d’un tel systéme, 
mais il semblerait que les résultats soient encourageants. Cependant la thérapie 
sociale nécessite une évaluation compléte de chaque cas, plus complete que n’en 
donne une formulation uniquement dynamique. La thérapie sociale et la psycho- 
thérapie ne s’excluent pas et cette derni¢re ne consiste pas seulement en un 
traitement psychanalytique, mais doit admettre les méthods directives qui sont 
parfois trés utiles et nullement inférieures. 
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PSYCHODYNAMIC ASPECTS OF RESERPINE: 
ITS USES AND EFFECTS IN OPEN PSYCHIATRIC SETTINGS* 


G. J. Sarwer-Foner, M.D.? ann W. M.D.? 


This is the final report of our study of treatment with reserpine** in the 
open psychiatric wards of Queen Mary and St. Anne’s Veterans’ Hospitals. 
A total of fifty-five cases were studied from July 1, 1954 to July 1, 1955. 

The original research design, including the expression of the data in terms 
of the patients’ total reactivity patterns was novel, and has been described 
in detail elsewhere (6, 7). It will suffice to state here that this study was done 
in a setting where enough staff was available to investigate each case from the 
psychodynamic as well as the physiologic and pharmacologic point of view. 
Patients were carefully selected on the basis of their having grossly measurable 
degrees of abnormal affect, and irrespective of diagnosis. 

Most drug research in psychiatry has been done by physiologically oriented 
scientists. The psychoanalytically oriented workers have largely avoided 
pharmacological research. This study combines the two approaches. 

Classification of Results 

The way in which results are evaluated in work with psychiatric patients 
depends on the frame of reference, and the sought for goals of the investigator. 
Thus the criteria of an open setting are not those of a closed setting. Nor are 
the criteria of a psychoanaly tically oriented hospital, or of the psychiatrist in 
private practice, the same as those of a state hospital with their more numerous 
and diversified patients, and their relatively less numerous staff. 

The sociological considerations are also grossly different. Thus a quiet 
patient is obviously more desirable than an agitated and disturbed one, and a 
drug that renders him quiet is a “good” one. This “good” result can become 
a “poor” one by the standards of this study if the mental content, changes in 
affectivity, and the course of the disease were such that it was felt that the 
patient was worse despite being “quiet”. 

It should be stated that the criteria of this study were very rigid (6). 
While our enthusiasm is correspondingly less than that of some authors (4), 
it is all the more significant that we believe the drug to be a remarkable one. 
It is capable of producing sufficiently great changes in major areas of human 
expression and activity that shifts in defensive patterns, and therefore, in psycho- 
dynamic equilibrium, ean occur. Sometimes these are to the patients’ benefit, 
but on other occasions they are to their detriment. 

It is one of the tasks and duties of the psychoanalytically oriented psychiatrist 
to help establish psychodynamic criteria for the proper selection of cases for this 
drug. This study has endeavoured to establish such criteria, and it is felt that 
the analysis of the “results on affect” and “on the natural course of the disease”, 
which we considered “poor” yielded important principles of selection. 


Crude Data 

The crude data for the first thirty-seven cases was presented in detail 
elsewhere (6). The data for the last eighteen cases was not sufficiently different 
in degree or kind to warrant detailed presentation. Lower doses were used 
in some cases, and the significant points will be dealt with in the body of this 
paper. 

*From the Department of Psychiatry, McGill University, and the Department of Psychiatry, Queen 
Mary Veterans Hospital, Montreal, Dr. T. E. Dancey, Director. 

a as Serpasil (Ciba) through the courtesy of Dr. C. W. Murphy. 


4631 Sherbrooke St. W., Westmount, P.Q., Canada. 
2 Pinel Foundation Hospital, Seattle, Wash., U.S.A. 
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Dose 
The average daily dose of reserpine used was 7 mg. per day by mouth 
or intra-muscularly. The intravenous route was not used. In six cases the 
doses were | mg. per day or less; one was at 1.25 mg. per day; all the rest were 
at least 2 mg. per day. The highest dose used was 40 mg. per day and the 
average duration of treatment was 26 days. 


Effects of Drug 

The major constant effects of reserpine in this series are enumerated below. 
(1) A constant fall in blood pressure occurs, and a bradycardia is produced in 
the majority of cases. It is our impression that blood pressure and pulse tend 
to fall in at least some patients on one mg. per day. There are, nevertheless, 
no major demonstrable changes in affect with such low doses, in this series. 
(2) Spontaneous movements are slowed down, as are purposeless movements 
= as pacing the floor, tremor, hand wringing and “senseless” fumblings. 

The patient is sedated, calmed, chemically “held down”. The patient is 
ve to feel weak, tired, sleepy and occasionally dizzy. 

(4) Motor over-activity is stopped if the drug is used in sufficient dosage. 

(5) The patient is able to move components of his body, but tends to move 
body, head and arms in one block. He can voluntarily do otherwise, but does 
not tend to do so. 
(6) Reserpine does not change affect-tinged impulses per se, but rather, lessens 
tendency to translate impulse into action as compared with thought. 

The sensorium is left clear with all doses. The patient retains the capacity 
to think and to concentrate, when this was originally unimpaired. 
(8) The patient is made to feel drowsy and sleepy. It helps the patient to 
sleep, but does not put the patient to sleep. The patient can resist and stay 
awake. Sleep is light and the patient is easily roused. 
(9) When the patient is initially overactive the drug can produce what seems 
to be psychic slowing. In manic patients, it sometimes seems to slow the speed 
with which thought: is expressed, but it does not change the manic nature of 
the thoughts. The patient's impulsivity, and irritability remain, but the ex- 
pression of this at a motor level is less extreme. 
(10) Appetite is good. Weight gain is large in a significant number of patients. 
(11) The drug can, perhaps, produce changes in water balance and electrolytes 
when the patient is on high dosage (cases of oedema, tight shoes, rapid weight 
gain, and borderline or somewhat elevated serum sodium and potassium levels in 
several cases). 

(12) Side effects are common. They are the rule on high dosage, but can 
pied sometimes be seen with low dosage (one mg. per day or less), and may 
often be unpleasant. They are enumerated below. Some of our patients have 
vivid dreams and nightmares. We considered these as concomitants of the 
personality and psychic state rather than as side effects. 

(13) There were no serious or irreversible toxic effects in this series. 
(14) The drug does not produce euphoria, nor does it seem to offer a high 
addictive risk. There was no evidence of increased tolerance to it in our series. 
(15) There is a tendency in some patients to move body, head and arms in one 
~— even though they can voluntarily do otherwise. This has been referred to 
“Parkinsonism” or “extra- -py ramidal syndrome” (5). We believe it to be a 
new syndrome rather than true Parkinsonism. 
Results 
The changes in the fifty-five cases were assessed as “good” or “poor” as to 
affect. 
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Good Results: 
Thirty-five ‘ ‘good results on affect” were seen in this study. Analysis of these 
vielded the two main indications discussed below. 
1. This drug has a place in the sy mptomatic treatment of patients that 
are so severely anxious that they are incapable of tolerating themselves, or 


relating to others. 


2. It is an excellent drug for motor overactivity, and in adequate dosage 


will hold all degrees and levels of such activity. As such, it is extremely 

useful in the selected case of mania and hypomania. It has its drawbacks 

and dangers with these patients, and cases should be carefully selected on 

the criteria mentioned below: 7 

In formulating indications the following considerations are important. 

A standard physiologic effect of the drug is to slow, “hold down” the 
patient, and to make him feel weak and tired. Though this is a constant finding, 
its degree varies. It can remove accessibility to major outlets of human activity 
or expression, such as movement or the capacity to mobilize formerly available 
energy into physical activity. This can enhance the patient’s anxiety, and can 
in some cases result in psychosis (6, 7, 8). 

The defensive aspects of symptomatology must never be forgotten. A 
set of symptoms has multiple functions in a patient's equilibrium, and is an 
attempt to handle problems at the patient’s current level. The symptoms may 
be protecting the patient against further disintegration and the removal of these 
defenses or outlets should only be considered if the patient has a better substitute 
available; e.g. a patient w ith manic behaviour is better off Ww ith his symptoms 
of overactivity if their chemical removal results in a “quiet” but hallucinated, 
delusional, and dissociated individual. 

It is not indicated, or should be used with caution in patients whose sense 
of well-being is decreased by the slowing in motor activity, and enforced relative 
passivity. The slowing down of a patient is not in itself a virtue. The good 
or bad therapeutic result depends on what it will do to the patient’s defensive 
structure. 
Poor Results: 


In this study, twenty cases were considered “poor results on affect”, and 
evaluation of these has a direct bearing on the indications for this drug. Of 
these, fifteen male patients showed fear of increased passivity, which they equated 
with being made less masculine, or with fear of changes in their body image or 
bodily integrity. In all of these patients the desired physiological effect for 
which the drug had been prescribed was reached. That is to say, the patients 
had been slowed, felt tired, were sedated, and had their activity cut down. 
It was this physiological effect that was psychologically threatening to the patient 
and resulted in enhanced anxiety, and in some cases psychosis (8). We have 
already referred to this last mentioned phenomena (6, 7) and these cases are 
being reported in detail in another paper (8). We have observed the same 
phenomenon with chlorpromazine (7, 3}. 

Side Effects 

The numerous unpleasant side effects of reserpine are important in 
formulating indications. In this series they disturbed the function of the G.I. 
tract (nausea and vomiting and diarrhoea), the upper respiratory tract (nasal 
stuffiness), and less frequently the skin (erythema, and flushing). Dizziness is 
also seen, and we had three cases of frank oedema, with another two who 
spontaneously complained of “tight shoes”. 
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The patients who did badly on the drug showed in various degrees, that 
the slowing etc. described above, as well as some of the side effects, was to them 
a lessening of themselves, or of their ability to control their own destinies. 

Another group that did badly was the ruminative obsessive-compulsive, who 
had fears about their bodily integrity and impending bodily disaster (cancer, 
heart disease, etc.). The multiplicity of side effects combined with the primary 
slowing threatens these patients because of the factors discussed above. When 
they are threatened they are often made worse. 

The patients’ subjective appraisal (‘helped’, ‘not helped’, ‘made worse’) 
coincided almost completely with the objective changes. One can speculate 
that if no side effects existed, and the drug was always pleasant, the basic action 
in slowing and chemically holding the patient, would still be dangerous to the 
above mentioned groups. 

Barza and Kline’s “turbulent phase” (2,3) could perhaps be explained by 
many of the above considerations. The length of their “integrative phase” often 
falls well within the natural course of the illness described, and it becomes 
difficult to differentiate between a spontaneous remission and the effect of 
the drug. 

Other than the cases described above as doing badly with increased anxiety 
and inner turmoil, we have not observed a “turbulent phase” with our patients. 
It is more than likely that we are describing the psychody namics of, and the 
reasons for, Barza’s “turbulent phase”. In an open setting we considered it 
unwise to persist when a patient did badly. This again highlights the different 
sociologic and therapeutic considerations of an open, as compared to a closed 
setting. 

Contra-indications 


The principles we cite below are based on an analysis of our “bad results 
on affect” and are we feel, a valid guide for case selection. 

Reserpine should not be used, or should be used with caution in: 
(1) Male patients who mask profound doubts over their masculinity by using 
social outgoingness, intellectual and motor activity as the major defence. 
(2) Cases of marked withdrawal without anxiety. 
(3) Patients with depressive reactions without agitation or anxiety. 
(4) Patients with marked preoccupations over body image, or ruminations over 
bodily integrity. 
(5) Patients suffering early organic brain syndromes with anxiety and preoccupa- 
tions over bodily integrity. The profound physiological and/or side effects might 
increase anxiety since they might not be understood. 
(6) Patients to whom the administration of this (or any other) drug is an 
unwelcome assault or seduction. 


(7) Patients in whom obvious secondary gain from their symptoms makes their 
removal improbable or impossible. 


Comparison with Chlorpromazine 

We have had considerable experience with chlorpromazine as well (1). 
Both drugs are of about equal value in psychiatry. Some patients seem to do 
better on one than on the other. Reserpine is slower acting than chlorpromazine. 
Chlorpromazine is therefore more useful in emergencies. Chlorpromazine gives 
a significant degree of obstructive type of jaundice (about 3%). Reserpine 
seems to be safer. Both have side-effects which are of about equal inconvenience 
to the patient, although they are not similar. 
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Neither can be considered a “specific” curative agent. Both are useful drugs 
for their physiologic effects. They can be used, therefore, for the relief of 
selected symptoms. Usually this symptomatic relief is not of itself curative. 
There are notable cases, however, where the above mentioned relief permits a 
rapid, or almost immediate, return to a pre-morbid state. Neither is a cure, or 
a cure-all, and both should be used along with psychotherapy. They are not 
an effective substitute for psychotherapy and do not replace intimate human 
contact with the patient. 


SUMMARY 

1) Reserpine is a remarkable and useful drug. It has a definite place in psychiatry 
for the alleviation of selected symptoms. It is not in any sense a psychic 
“specific”. 

2) The physiologic effects of this drug are relatively constant. The principal 
ones are a fall in blood pressure, a relative bradycardia, and in adequate dosage, 
a slowing of the patient’s spontaneous activity; feelings of weakness, tiredness 
and of being held down. 

3) There are other effects, which are predominantly psychological and it is felt 
that they have nothing to do with the physiological effects per se. They 
are the result of the way in which the physiological action fits into the patient's 
way of handling and expressing his conflict (i.e. defenses). When a patient 
does badly it is due to the way in which the physiological effects psycho- 
logically threaten the patient. A patient does well or badly depending on 
this, and we have seen enhanced anxiety as well as psychoses produced by 
both reserpine and chlorpromazine (8). 

4) Because of the above, psychotherapeutic efforts are of the greatest importance, 
and when used, usually overshadow the effects of the drug. We feel that 
no patient is treated ina vacuum. Milieu and relationship is what counts most. 
The other factors, though important, are adjuvants. 

5) A level of 10 to 40 mg./day will control most motor over-activity. Anxiety 
and most panics can be handled at between 2 and 10 mg./day. The average 
daily dose was 7 mg./day. The average length of treatment was 26 days. 

6) Side effects are frequent, but are rapidly reversible. There were no serious 
or irreversible toxic effects. The drug is remarkably safe. 

7) Reserpine is of about the same usefulness as chlorpromazine in psychiatry. 
Chlorpromazine is quicker acting. Reserpine is safer. When the G.I. tract 
is irritated or the site of symptoms, chlorpromazine is preferable. Cardiac or 
cardiovascular symptomatology might indicate a preference for reserpine, 
especially when bradycardia is desirable. Neither is a “specific” curative 
agent. Both are useful for the symptomatic relief of selected symptoms. Both 
have their contra indications. Neither is an effective substitute for intimate 
human contact with the patient. Both should be used along with psycho- 
therapy. 
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Resumé Francais 


On étudié 55 cas soigneusement choisis. L’étude a duré une année. Les cas 
ont été choisis sur la bas de la quantité d’affectivités ou d’émotions exprimées 
extérieurement. La réserpine n’était pas donné comme traitement mais simplement 
pour gauger les effets psychologiques, pharmacologiques et psychondynamiques. 
La psychothérapie a continué comme d’habitude mais on a pas donné aucun 
traitement organique auxiliaire comme l’électro-choc, etc. 

Les doses quotidiennes moyennes étaient 7 mgms par jour per os ou intra- 
musculaires. La dose maximum était de 40 mgms par jour. La durée moyenne 
du traitement était de 26 jours. 

Pour résumer les résultats on a trouvé que— 

La réserpine est un médicament remarquable et utile. Elle a une place définie 
dans la Psychiatrie pour l'amélioration symptomatique des symptomes choisis. 
Dans aucun sens peut-on penser de la réserpine comme un médicament 
spécifique. C'est un médicament symptomatique. 

Les effets physiologiques de cette drogue sont relativement constants. Ils 
sont: Un effet hypotensif, une brady cardie relative, et dans une posologie 
adéquate, un ralentissement de l’activité spontanée du malade. Avec ¢a on a 
aussi une sensation de faiblesse, de fatigue et une sensation qu’on est controlé 
chimiquement (“held down’). 

Il y a d’autres effets qui sont surtout d’ordre psychique et nous croyons qu’ils 
n’ont rien a faire avec les effets physiologiques tels quels. Or ils sont le 
résultat de la fagon dans laquelle l'action physiologique entre dans les défences 
du “moi” (ego). Quand un malade s’empire sous ce médicament c’est dui a 
la fagon dans laquelle les effets physiologiques menacent psychiquement le 
malade. Le malade s’améliore ou s’empire d’aprés ceci et nous avons vu une 
angoisse augmentée, autant que des psychoses produites par la réserpine et la 
chlorpromazine par ce méchanisme (8). 

La psychothérapie a comme résultat la plus grande importance et un traitement 
psychothérapeutique a généralement les plus grands effets a la longue. 

Le médicament est sans effet toxique grave. Dans cette étude une posologie de 

10 a 40 mgms par jour a controlé la suractivité. L’angoisse et la plupart des 

attaques de panique furent aidées entre 2 et 10 mgms par jour. Aucun m était 
controlé avec 1 mgm ou moins et seulement quelques uns avec 2 mgms. 

Les effets secondaires (side effects) sont fréquents mais sont rapidement 
reversibles. 

La tendance de certains malades de,bouger le tronc, téte et membres superieurs 
dans un bloc, méme quand ils étaient capables de faire autrement, étaient 
appeles le ‘ ‘parkinsonisme” ou “sy ndrome extra py ramidal”. Nous croyons 
que c’est un nouveau syndrome plutot qu'un véritable parkinsonisme. 

La réserpine a ses contra-indications (consultez le texte). 
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9. La résperine est a peu prés de méme utilité que la chloropromazine dans la 
Psychiatric. La chorpromazine agit plus rapidement mais la réserpine est 
moins toxique. Quand la tract digestif est irrité ou le site des symptémes, 
la chloropromazine est préférable. Une symptomatologie cardiaque ou 
cardio-vasculaire peut indiquer une préférence pour la réserpine, surtout 
quand une bradycardie est désirée. Ni lun ni l'autre de ces drogues est un 
agent curatif spécifique. Les deux sont utiles pour le soulagement sympto- 
matique des symptomes choisis. Ni l'un ni l'autre est un substitut efficace pour 

le contact intime humain avec le malade. Les 2 médicaments devant étre 

employés avec la psychothérapie. 


ANNUAL MEETING —C.P.A. 


Preliminary Announcement 


The Sixth Annual Meeting of the Canadian Psychiatric Association 
will be held at the Chateau Frontenac, Quebec City, on Friday, 
15th June, 1956. 


The Program will be divided into three parts as follows: 


Scientific Meeting 
MorninG Session: 9.30 a.m. - Noon 
Two papers will be delivered by invited 
speakers followed by discussants. 
AFTERNOON Session: 2.00 p.m. - 3.00 p.m. 


One paper will be delivered, followed by 
discussants. 


Business Meeting 


The Annual! Business Meeting will be held at 3.15 p.m. 


Reception and Annual Dinner 


A reception and the Annual Dinner will be held commencing at 


6.30 p.m. Members, wives and guests are invited to attend. 


J 
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QUELQUES COMMENTAIRES SUR LA CHLOROPROMAZINE 
EN PRATIQUE PSYCHIATRIQUE 


Larivitre, M.D. 
Professeur agrégé de psychiatrie a l'Université de Montréal 


Cet artcile ne se propose pas de livrer des statistiques de guérison ou 
d’amélioration par la chloropromazine mais, tout simplement, de communiquer 
quelques impressions personnelles. Nous avons employe la chloropromazine 
depuis 1953 et environ 200 de nos malades en pratique privée ont regu ce 
médicament soit en injections, soit par voie orale. Certains n’en ont regu 
que quelques doses, d’autres ont été soumis a des traitements plus prolongés. 

Malgré cette pratique assidue et relativement longue de la chloropromazine 
nos impressions ne donnent pas encore un tableau bien net, nous n’en sommes 
pas encore, loin de la, aux conclusions absolues. Nos impressions se superposent 
souvent, bien entendu, aux observations soumises par les cofréres psychitres, 
en particulier au symposium tenu par Smith, Kleine et French (Philadelphie, 
juin 1955). Parfois, pourtant, lexpérience nous a suggéré d'autres notions, 
quelque peu différentes. Et c’est pourquoi il ne nous a pas paru inutile de faire 
part de cette expérimentation qui servira donc de base a cet essai d’appréciation 
de la valeur thérapeutique et des indications de ce médicament. 

Cet exposé se rattachera par certains points 4 quelques hypothéses que je 
me permettrai de soumettre sur la nature profonde des troubles psy chopatho- 
logiques en général. 

Mode d'action 

Nous n’insisterons pas sur le mode d’action de la chloropromazine, encore 
obscur, du reste, et qui n’entre pas dans le cadre de notre article. Disons 
seulement que la-dessus certaines assertions du début nous paraissent fausses: 
par exemple, la comparaison qui veut que la chloropromazine soit comme une 
lobotomie expérimentale ayant aussi pour effet de produire de l’'apathie chez le 
sujet. Retenons seulement l’action neuroplégique du Largactil et son action 
potentialisatrice. 

L’action du Largactil sur les réflexes conditionnels mise en évidence par 
des expériences sur des rats—rats préalablement conditionnés et qui se trouvaient 
déconditionnés sous l’effet du Largactil—nous parait, par contre d’une grande 
importance. Cela ne donne-t-il pas, d’ailleurs, un apergu assez intéressant sur le 
mode d'action du Largactil qui serait un agent de déconditionnement chez les 
malades conditionnés aux traumatismes affectifs? 


Indications 

Bien qu’en pratique privée les cas de psychose gardés sous traitement soient 
en principe assez rares, ils le sont de moins en moins depuis quelques années 
en raison des difficultés d’admission a ’hdpital psychiatrique. La chloropromazine 
s'est montrée d’une précieuse efficacité comme médicament d’urgence dans les 
cas d’agitation de tous genres et chez les alcooliques. Cette action calmante 
est maintenant bien connue et la chloropromazine est certainement le médicament 
d’urgence de choix dans lagitation. 

Nous avons traité a l'aide du Largactil au cours de ces deux derniéres 
années des cas de psychose avec délires systématisés d’interprétation, cas qui 
autrefois eussent été jugés chroniques et inaccessibles a la psychothérapie. 
Plusieurs de ces malades etaient dangereux, souvent avaient proféré des menaces 
de mort a l’égard d'un proche (trois cas de délire d’interprétation a base de 
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jalousie). Le manque d’espace a I'hdpital ne permettant pas, comme il ett 
été normal, d’interner sans délai ces malades, il fallait temporiser. Or nous avons 
eu dans plusieurs cas la surprise de voir s’atténuer et souvent disparaitre le 
délire sous l’effet d’un traitement ot la chloropromazine s’alliait a la psycho- 
thérapie. Un deélirant jaloux qui surveillait sa femme jour et nuit, car il 
s'empéchait de dormir pour qu'elle n’échappe pas a sa surveillance, reconnait 
au bout de deux semaines qui c’étaient la des “folies”; il fait montre d’autocri- 
tique en méme temps que l'on voit tomber son irritabilité et son agressivité. 
Au bout de trois mois toute trace de délire avait disparu et le sujet était retourné 
au travail et a la vie normale. 

Le médecin d’hopital psychiatrique connait bien ce genre de cas; ils sont 
nombreux dans son service. Les troubles observés ne demandent qu’a s’ancrer, 
a devenir chroniques, mais il semble bien aujourd’hui que pris au début et 
bénéficiant de psychothérapie conjugée avec la chloropromazine ils pourraient 
n’étre—n’avoir été—qu’un épisode aigu et temporaire. 

Chez des enfants instables, turbulents, présentant de graves troubles de la 
personnalité et des réactions anti-sociales marquées: violence, fugues, vol, 
résistance a l’autorité des parents, des transformations rapides se sont produites 
la o avait échoué la seule psychothérapie—Un gargon de dix ans nous était 
amené il y a quelques semaines par ses parents désespérés; l'enfant refusait d’aller 
a l’école, avait pris vingt dollars dans le sac de sa mére, sortait tard le soir avec 
des gargons de 15 ans, maltraitait sa soeur, criait des injures 4 son pére, a l’école 
linstitutrice le déclarait impossible. Au bout de 15 jours de traitement a l'aide 
de la chloropromazine, le changement était total. Au dire et de la mére et de 
l'institutrice on n’avait plus a se plaindre de cet enfant. 

Que dire de l'usage de la chloropromazine dans les névroses et les troubles 
émotionnels, dans les dépressions? Ici les avis sont trés partagés sur l’efficacité 
du Largactil et les critéres d’amélioration sont naturellement moins nets que pour 
les cas d’agitation et les psychoses avec délire. Mais il ne faut pas oublier que 
l'arme majeure dans la névrose demeure la psychothérapie. Fort de notre 
experience, nous ne saurions trop insister sur le fait que la chloropromazine ne 
doit étre qu’un adjuvant, qu’elle ne saurait se suppléer a la psychothérapie. II ne 
faut employer qu’avec discrimination, cela va de soi. 

Du reste, on a vite fait de découvrir que la chloropromazine seule, sans 
psychothérapie, s'avére peu efficace. A plusieurs reprises nous sont arrivés des 
malades a qui l'on avait administré des semaines durant de la chloropromazine 
et qui n’en avaient pas retiré d’amélioration. Pourquoi? A notre avis, par 
exemple, l’administration de ce médicament au tout début du traitement théra- 
peutique d'une névrose n'est généralement pas opportune. Lorsqu’au contraire, 
au cours du traitement la résistance s’organise, que le malade développe de 
langoisse et de lagressivité, voire du découragement a la pensée que de nouveau 
ga va plus mal, alors, des doses modérées pendant quelques semaines nous ont 
paru efficaces. Oui, a ce moment-la, la chloropromazine potentialise la psycho- 
thérapie et ainsi, indirectement, raccourcit la durée du traitement. 


Mode d'emploi 
Ici encore, rien de particulier a noter. Présentation en injections et en 
comprimés. Sauf dans les cas d’agitation ou de grande anxiété, nous avons 
employe les comprimés. Les opinions les plus diverses ont été émises par des 
psychitres sur la dose optima et les doses extrémes varient aussi beaucoup. On 
cite des cas de malades ambulants prenant jusqu’a mille milligrammes par jour. 
Nous prescrivons généralement des doses inférieures a celles recommandées par 
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beaucoup d'autres psychiatres et a l’essai, de fagon générale, nous n’avons pas 
constaté qu’une amelioration plus grande s’obtenait de doses plus fortes. Celles-ci 
présentent d’ailleurs linconvénient d’entrainer une certaine torpeur ennuyeuse et 
méme inquiétante pour le malade qui souvent cessera alors de prendre son 
médicament. 

Notons encore que l'emploi des médicaments, quels quils soient, est une 
arme a deux tranchants. La nature humaine étant économe de louanges, le 
malade souvent sera trop heureux d’attribuer au médicament toute amélioration. 
Et cela d’autant plus que l’agressivité a l'égard du psychiatre s’en mélera! Je 
crois qu'il est tres important d’expliquer au malade que la médicament n'est 
qu'un adjuvant dans le traitement. Incidemment, le malade, pour sa part, oubliera 
ou cessera de prendre son médicament dans le but de témoigner au thérapeuthe 
son manque de confiance et son agressivité. 


Réactions paradoxales 

A occasion, le Largactil suscitera des réactions que j'appélerais paradoxales, 
bien propres a tromper un médecin inexpérimenté dans l’usage de ce médicament, 
s'il n’est pas prévenu. 

Ainsi, il arrive souvent que lentourage déclare le malade amélioré tandis 
que celui-ci proteste quil est toujours trés nerveux et arrive rageusement chez 
le médecin en proclamant que c’est toujours pareil—Une certaine malade qui 
refusait de sortir de crainte de s’évanouir dans la rue et que j’avais connue 
déprimée, trés irritable et trés agressive envers son mari se plaignait a chaque 
visite: “Je ne vais pas mieux, je tremble, je suis toujours aussi mal”. Au bout 
de quinze jours je vois le mari qui, lui, me déclare qu ‘il y a un énorme change- 
ment, que “c’est comme si j’av ais une autre femme”. Il semble dans ces cas 


que le malade ne se résigne pas a cesser si vite de jouer son role, qu’il se sent 
furieux de ne plus posséder les moyens de le jouer. On dirait un mauvais acteur 
jouant sans conviction un rdle ot longtemps il a été copieusement applaudi. 
N’ est-ce-pas que ces réactions, d’aspect paradoxal, illustrent assez bien linaptitude 

a guérir de la chloropromazine en elle-méme? Elle influera sur les manifestations 
du conflit mais, essentiellement, la solution en est réservée a la psychothérapie. 


Quelques considérations sur le mode d'action de la chloropromazine 

Le mode d’action de ce médicament reste jusqu’ici, nous l’'avons déja dit, 
assez obscur. En quoi réside, par exemple, l’action bienfaisante du Largactil sur 
les psychoses avec délire et hallucinations? Dans certains cas—type nous avons 
des malades avec des idées de référence, un syndrome d’influence, des idées 
d’interprétation et de persécution; les gens leur en veulent, on est tourné contre 
eux.—Une malade se plaignait de ce que la voisine l’observait quand elle prenait 
son bain. Un malade qui a des troubles digestifs s’empresse d’en déduire que 
sa femme veut l’empoisonner. Une femme de cinquante ans accuse son fils de 
hypnotiser et d’avoir des relations sexuelles avec elle. Etc. 

Pour ce genre de délire le pronostic était autrefois fort sombre et on ne 
parvenait guéere a changer l'état du malade par de la pure psychothérapie. 
Nombre de ces malades présentaient des réactions anti-sociales suffisamment 
graves pour nécessiter linternement et, beaucoup de psychiatres l’ont noté, 
le Largactil s’est avéré trés efficace dans ces cas; les idées délirantes, si elles ne 
sont pas toujours éliminées subsistent a un degré tolérable pour le malade qui 
peut en prendre son parti, les réactions anti-sociales disparaissent. 

On serait porté a penser, est-ce trop simplifier, que la chloropromazine 
coupe a la psychose ses moyens d’extériorisation. Ce n’est pas le lieu d’étudier 
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la pathogénie des délires et des troubles psycho-sensoriels mais il semblerait que 

ces troubles guettent pour se manifester un trouble organique. Une vague 

douleur a l’estomac potentialisera chez le malade lintuition que l'on cherche 

a l'empoisonner; preuves a |’appui, cette intuition ce concrétise, devient ferme 

conviction. Ces preuves sont toujours fondées sur des troubles soi-disant 

organiques.—Un malade a énormément d’agressivité rentrée contre sa femme, 

il souhaite inconsciemment sa mort et projette sur elle son propre désir de tuer. 

Crest, dit-il, sa femme qui veut le tuer. Comment?—Par le poison. Quelles 

preuves en-a-t-il? Un malaise visceral, des troubles vago-sympathiques devien- 

nent la preuve qu'il est sous leffet du poison: “Elle veut m’empoisonner, la 
preuve c’est que j'ai des douleurs a l’estomac aprés avoir mangé”. Et voila. 

L’intuition délirante se change petit a petit en conviction délirante. Que fait 

exactement la chloropromazine donnée a un de ces cas? On peut penser que, 

pour emprunter l’expression d’un de mes malades “elle calme le tumulte 
intérieur” en mettant le systéme végétatif en veilleuse, en agissant sur son action 
neuroplégique et ganglioplégique, faisant par la disparaitre les signes physiques 
de l’anxiéte. Mais lorsque le malade ne percevra plus les signes 4 quoi se 
rattachait son délire, il va cesser d’y brancher son tumulte intérieur, il est 

“déconnecté” d’avec son deélire. 

Lorsque l’action du médicament commence 4 se faire jour le malade 
tout-a-coup ressent une sédation bienfaisante des signes sur quoi il batissait son 
délire et qui lui semblait une base raisonnable. Il déclare “je me sens mieux, 
je ne pense plus a ma jalousie”. En définitive, le malade apparait “déconditionné” 
et la psychothérapie peut s’exercer avec profit. 

Bien entendu ce n’est la qu’un schéma et le processus de régression des 
délires est infiniment plus complexe mais on ne saurait trop souligner qu’avant 
lavénement de la chloropromazine la plupart des délires chroniques ne regres- 
saient pas. 

Les réactions inattendues 

On admet généralement que la chloropromazine diminue l’anxiété et sans 
doute est-ce vrai, mais il faut surveiller le malade. Il ne faut pas oublier que 
l’anxiété est chez le malade une réaction de défense, particuli¢rement contre son 
agressivité. I] arrive donc que lanxiété disparue, l’agressivité se montre. 

— Une de nos malades avait développé ue énorme anxiété; elle avait la crainte 
d’étrangler quelqu’un, surtout sa soeur, sa mére ou son mari. Elle développe 
un syndrome anxieux de défense avec asthénie marquée; elle ne peut plus 
sortir, elle n’a plus la force de travailler, elle reste au lit. Le Largactil au bout 
d'une semaine lui a enlevé son anxiété et le mari note qu'elle est devenue trés 
agressive, elle a battu ses enfants et égratigné son mari. 

— Un autre malade qui se reprochait d’avoir souhaité la mort de sa femme alors 
que celle-ci était assez dangereusement malade voit, aprés administration du 
traitement, ses remords disparaitre. I! nous confie alors: “Ca ne me fait plus 
de peine que ma femme soit malade . . . je me disais que je devrais continuer 
a avoir de la peine”. Quelques jours plus tard il tentait de se suicider. 

De telles réactions sont rares mais, pourtant, “logiques” et toujours possibles 
et cest pourquoi la chloropromazine doit étre mani¢e avec grande prudence 
dans les syndromes anxieux. 

La chloropromazine et l'avenir psychiatrique 

Ceux qui ont écrit sur !a chloropromazine se posent tous la méme question: 
quel déploiement faut-il prédire a ce médicament et a ses dérivés qui attendent, 
sans doute, une prochaine découverte (nous omettons volontairement dans le 
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présent article de parler des associations de la chloropromazine avec d’autres 
médicaments)—quelle influence ce fait nouveau aura-t-il sur la pratique 
psychiatrique et sur l’évolution des divers troubles psychiques dans I’avenir? 
Car d’ores et déja cette ére est commencée; la pratique psychiatrique est déja 
modifiée (et de fagon particuli¢rement frappante dans I’hopital psychiatrique, 
mais cela déborde les cadres de notre article). Il est permis d’espérer que la 
psychose aigue sera atténuée et que la psychose chronique perdra de sa fatalité 
. . . et lespoir lancé dans cette voie ne sait plus s’arréter. De toutes fagons, il 
est acquis que l’'avénement de ce médicament va nous forcer 4 remettre en 
question plusieurs conceptions psychiatriques. 

Il y a quinze ans on renongait presque a traiter les psychoses chroniques. 
Aujourd’hui, on voit de plus en plus frequemment ces malades s’améliorer et 
guérir. Et il est incontestable que la chloropromazine, utilisée comme agent 
potentialisateur de la psychothérapie, est devenue un précieux agent de prophy- 
laxie des psychoses. 

Comment empécher une psychose de devenir chronique? En empéchant le 
malade de se désocialiser, en l'empéchant de se conditionner aux traumatismes 
affectifs. Je crois sincérement qu’au terrible prognostic: évolution probable 
vers la schizophrénie on verra de plus en plus se substituer le diagnostic: réactions 
schizophréniques larvées. J’entrevois que deviendra possible une rapide 
prophylaxie de la schizophrénie. Encore une fois, le Largactil seul ne saurait 
donner ces résultats, c’est évident, mais il servira 4 rendre possible une psycho- 
thérapie fructueuse. Et il est certain que bon nombre de malades auraient été 
hospitalisés et se seraient enfoncés dans la maladie chronique qui maintenant sont 
guéris sans avoir méme séjourné a l’hdpital psychiatrique. 

Conclusion 
— Nous avons l’impression que dans la pratique psychiatrique privée la chloro- 
promazine est de premiére valeur dans l’agitation sous toutes ses formes, comme 
médicament d’urgence 
—elle est d’un précieux secours dans le traitement des psychoses aigues et méme 
chroniques 
— chez les enfants instables, turbulents, pré-schizophréniques souvent, elle s’avére 
également précieuse 
—dans les névroses son usage est plus limité, ses bienfaits moins sensibles. En 
tous cas, les critéres d’efficacité sont moins précis, l’estimation est plus difficile 
— la chloropromazine ne remplace pas la psychothérapie mais est un potentialisa- 
teur de la psychothérapie dont elle peut ainsi indirectement racourcir la durée, 
ainsi que I’a dit le docteur Paul H. Hoch (Symposium Smith, Kleine et French, 
Philadelphie, juin 1955) 
“Chlorpromazine was found to be a valuable aid to psychotherapy. 
We feel that the integration of chemotherapy and psychotherapy, 
especially for the treatment of the ambulatory psychiatric patient, will 
be the task of psychiatry in the future”. 
—Vhypothése de “déconditionement” par l’action de la chloropromazine éclaire 
d’un jour nouveau la psychiatrie dynamique. 

Il est 4 mon avis éxagéré de parler de révolution dans la pratique psy- 
chiatrique de ville par usage de la chloropromazine mais ce médicament marque 
incontestablement une évolution importante et on ne peut nier que les chances 
de guérison en psychiatrie en soient sensiblement augmentées. 


January, 1956 CHLOROPROMAZINE EN PRATIQUE PSYCHIATRIQUE 


English Summary 
It is not the purpose of this article to give out statistics about chlorpro- 
mazine and the cures and improved cases to be credited to its use. More simply, 
we wish to outline what our own experience has been after a rather constant 
use of this drug over a period of two years. During that time about 200 of our 
patients have received Largactil in various amounts. 
—it is our impression that in private psychiatric practice chlorpromazine is 
most valuable as an emergency drug in all cases of agitation 
—Largactil has proved a valuable help in the treatment of acute and even 
chronic psychosis 
—with unstable, turbulent children, often pre-psychotic types, it may be used 
with advantage 
— in neurotic cases the use of this drug are more restricted, and its advantages 
less marked. At any rate, the criteria of efficacy are here less accurate. 
—chlorpromazine is not meant to replace psychotherapy but serves as a 
potentializer to its action and, in that way, can shorten the duration of 
treatment 
—chlorpromazine’s action might be construed as one of ‘deconditioning” 
where the patients had been conditioned to affective traumas. By interrupting 
the effect of their neurosis on their neuro-vegetative system it leaves them, 
so to speak, “disconnected” from their neurosis and, for that reason, more 
accessible to psychotherapy than could have been hoped. 
The hypothesis, as such, opens up new perspectives in dynamic psychiatry. 
It would be an exaggeration, we feel, to talk about the revolution brought 
about in the practice of psychiatry by the advent of chlorpromazine but certainly 
it introduces an important evolution and it cannot be denied that the chances 
have been heightened by it of obtaining cures in psychiatry. 
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ART THERAPY AT WESTMINSTER HOSPITAL 


S. H. Dewoney, B.A., A.0.c.4.1; E. V. Metcacre, M.p.2; F. W. Burp, M.a." 
London, Ont. 


In November, 1952, the present Art Therapy program was initiated in the 
psy chiatric service at Westminster Hospital. After three years’ experience a 
number of conclusions have been reached, and numerous questions have been 
raised. We propose in this paper to deal with this experience and its theoretical 
aspects under these headings: 

Physical setting and time table 

Personnel: functions, background and bias 

Basis for referral to Art Therapy 

The role of various media 

Self-expression: attitudes and techniques 

Interpretation of drawings 

Role of technical instruction 

Staff relationships 

Discussion. 


AY 


1) Physical Setting and Time Table 

The two rooms assigned to Art Therapy are basement rooms, roughly 
11’ x 40’, with four windows each. This exaggerated length lends itself to four 
divisions, two to a room, and in the course of our experience a function for each 
division has evolved which meets most of our needs. At one end is a private 
section, openly labelled as such, in which the patient will have a minimum of 
disturbance from staff activities or visitors. Next to this is a section for the 
more sociable patients. The third section is furnished for group discussions, 
with comfortable chairs, a screen for mounting prints, and a blackboard. The 
fourth section contains the files, and is reserved for discussion of cases with the 
physicians, psychologists, nurses, or nursing orderlies involved. Nurses and 
nursing orderlies are encouraged, when space is available, to draw or to paint: 
otherwise they sit away from the patients. Visitors who come to observe may 
do so only while drawing or painting beside a patient. Shoulder-peeping by 
any person is activ ely discouraged. 

The time table has been worked out to provide time at the beginning of 
the morning, and at the end, for consultation. Patients not on physical treatment 
attend from 9.30 till 11.00. Those on insulin come at 11.00 for one hour. For 
the first two years the classes have been held for only one morning of each 
week, and attempts have been made to encourage the patient to supplement 
this with work on the ward. It became clear, however, that weekly sessions 
did not provide sufficient continuity, and for the past year we have conducted 
two sessions weekly. One of the morning sessions has evolved into a group 
activity: the discussion of colour prints by a half dozen patients, with emphasis 
on the associations and moods induced by ‘the pictures rather than their technical 
aspects. A separate paper on this aspect of Art Therapy will be forthcoming 
as experience accumulates. 


2) Personnel: functions, background, and bias 

The staff involved directly in the Art Therapy sessions at Westminster 
Hospital consist of the art therapist and two staff —s In addition we 
have had over the past few months the weekly assistance of a volunteer assistant. 


1Art rt Therapist 2Chief of Service—Psychiatry 3Psychologist 
Westminster Hospital, Dept. of Veterans Affairs, London, Ont. 
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The psychologists alternate their attendance, one being present at each session. 
They help out in a number of w ays: 

a. by briefing the therapist on the patient’s background and needs. 

b. by arranging for the attendance of patients with the hospital staff 

concerned. 

c. by assisting directly as a therapist. 

d. by providing specialized knowledge for the discussion of individual 

cases with the therapist. 

e. by contributing their observations to written records and reports. 

f. by following up, in close conjunction with the psychiatrist concerned, 

any needful—or promising—cases with psychotherapy. 

The direct responsibility for planning and putting into effect the Art Therapy 
program rests with the therapist, subject to the approval of the psychiatric staff. 
The basis for this program since its inception has been pragmatic rather than 
theoretical. The therapist’s background includes some twenty years of varied 
teaching experience, during four of which he was associated with Educational 
Services at Westminster Hospital, working with patients with various disorders. 
In addition he has done both casual and intensive creative work in painting and 
writing. Formal training includes a degree in general arts, graduation from a 
Canadian art school; and post-graduate work in the faculty of education. 

The therapist’s personal bias has had so direct a bearing on the conduct 
of the therapy program that it seems pertinent to include an expression of his 
viewpoint. 

Therapist’s Statement 

“Both in teaching and in my own creative work a conviction has grown that 
technical skill is a result of self-expression rather than a means of achieving it. 
The prime creative need is for self-acceptance, and the discarding of standards 
that have been imposed from outside the person without the person's inner 
consent. Repeatedly I have observed the opposite aspects of the same situation. 
At one end a child, happily expressing himself in a given medium at a 
technically immature level, is confronted with adult standards of perfection; 
and promptly loses all interest in the medium. At the other end an adult, 
without interest in the medium and regarding himself as devoid of talent, is 
encouraged by a non-critical atmosphere to accept his technical fimcations as 
inconsequential; and soon develops technical skill in proportion to his creative 
needs.” 

“As a teacher, therefore, I am a confirmed therapist. As a therapist my basic 
bias is in favour of the individual. That is, a drawing or painting interests me 
insofar as it expresses those aspects of a patient’s personality that distinguish him 
from others, rather than those which suggest his conformity to standard 
personality patterns. As a result, self-expression on whatever level the patient 
can work at receives a maximum of encouragement; and conv ersely, the patient 
receives a minimum of encouragement to draw or paint according to external 
standards.” 

“This stems from a belief (no doubt issuing out of my own personality 
structure) that every human being contains within himself a unique combination 
of values that makes him, on however humble a scale, valuable to society. If he 
can discover this uniqueness, accept it as his own, and realize, without 
exaggerating, its worth; then the chief obstacle to his self-separation from society 
has been removed. My bias is in favour of expressing rather than suppressing 
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the individual's differences; and I am most effective as a therapist when I am 
doing this.” 

“Along with this bias is a second, which overrides a superficial scepticism; 
I cannot emotionally accept any case as hopeless, even when, intellectually, I am 
quite convinced that nothing effective can be done for a particular patient. 
This has proved a very useful attitude in dealing with chronic cases: and though 
we cannot point to any dramatic improvement in chronic patients due to Art 
Therapy, we have, nevertheless, got surprising insights into the working of the 
schizophrenic mind through persisting with apparently hopeless cases.” 
3) Basis jor referral to Art Therapy 

The largest number so far admitted to any one session is twelve. This 
number taxed to the limit both the space and equipment available as well as the 
personnel, which on that occasion included a volunteer assistant. The nature 
of the work frequently involves the therapist for half an hour or more with a 
single patient; and the ideal number for a typical productive session would be 
four per therapist. 

Whenever it is possible to take on a new patient the psychiatric staff is so 
informed. Referral forms enable the physican to indicate which of the following 
purposes of referral to pursue: 


a. to give the physician a fresh picture of the patient ‘through his drawing. 
b. to give the patient an opportunity of releasing tensions. 

c. to build the patient’s self-confidence. 

d. to build the patient’s social confidence (group sessions). 

e. to develop the patient’s insight. 


Since the patient is encouraged to look to his own past experience for 
pictorial subject matter, it is important for us to be aware of his background, 
particularly any traumatic areas that an uninformed therapist could easily blunder 
upon, thereby ‘destroyi ing his usefulness with that patient. The more conversant 
we are with the patient's background, too, the more likely we are to discover 
common elements in our own background, many of which are useful in bridging 
the gap between him and ourselves (two white men meeting in the heart of 
darkest Africa). 

Since unsuspected phases of the patient's illness may be revealed in his 
drawings, clinical conclusions about his condition or attitude are often a handicap. 
On the other hand, we want as clear a picture as we can get of his needs. For 
example, the label “paranoia” is too broad a description to be useful. Specific 
symptoms of the patient’s “paranoia”, however, are most useful. An instance 
would be the delusion that the R.C.M.P. were in direct radio contact with the 
patient, checking every step he made. This delusion might be the subject 
matter for a series of drawi ings that had considerable therapeutic value. 

Space is therefore provided in the referral form for the psychologist to 
summarize the family background and interrelationships, service, employment 
and educational data, and the highlights of his clinical picture. 

Patients are referred for Art Therapy on the following basis: 

a. New admissions to the hospital, considered by the psychiatric staff to 
have a fair prognosis, are given priority. Frequently we encounter 
indifference in such patients, or even open hostility. In such cases we 
ask for compulsory attendance; having learned that the patient’s negative 
attitude is often due to a misconception of the nature of the activity 
expected of him. The patient is informed that after two compulsory 
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sessions he will be free to decide for himself whether he wishes to 
continue or not. 

b. Another likely candidate for effective Art Therapy is the patient who, 
as a result of one or another of the physical therapies, shows symptoms 
of recovery. At this stage, more than at any other, Art Therapy seems 
to make its greatest impact. 

c. Occasionally “chronic” patients are admitted, if they show a strong desire 
to paint or draw, or if they have revealed at any time a potential to 
change; or if, as sometimes happens, the work they do or their comment 
on it, gives us insight into the relationship between their drawings and 
their illness. 

d. Ability or interest in art is not, per se, a basis for selection. Indeed, 
patients with a background in art are more likely than not to use 

‘ preconceptions or acquired skills as a means of evading the deeper levels 
of self-expression. On the other hand, gifted patients who have few 
other outlets for self-expression are only excluded when our facilities 
are crowded. 


4+) Media 
The following media are available to the patients and have all been used: 

Dry Media—Lead pencil (2B) 
Charcoal 
Coloured chalk and conté 
Crayons 

Wet Media—India ink 
Finger paints 
Show-card colour 
Water colours 
Oils 

The wet media, with the exception of finger paints, are used mainly by 
patients with some experience in their use, and only when they are specifically 
asked for. A majority of patients seem most comfortable with coloured chalk, 
or even a lead pencil—largely because it is the most familiar to their hand. Both 
smooth and rough paper are available. 

Finger painting, it seems to us, has assumed an exaggerated role in therapy: 
especially in the matter of interpretation. As a means of self-expression it does 
encourage the patient to work on a more spontaneous and less controlled level, 
and for some patients it opens doors that might otherwise have remained closed. 
On the other hand the excessively controlled patient is too uncomfortable with 
this medium to produce anything. Interpretation, our experience suggests, 
demands a superhuman degree of objectivity and a vast experience on the part 
of the interpreter. Finger painting, however, does tap unconscious material 
very effectively in some patients, and may be a valuable aid to insight. 

Perhaps the main value of having a variety of media available is the means 
it provides of giving the patient who has reached an impasse a fresh impetus 
to self-expression. Professional artists whose work has become stale and 
uninspired not infrequently change their medium for this very purpose. Basically, 
however, the medium is only a means to an end, and it seems to us that the 
patient’s deeper needs are not likely to find expression simply by the happy 
choice of a medium. 
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5) Self-Expression 

A basic assumption of our department is the positive value of self expression. 
Insofar as we have achieved an atmosphere favorable to creative activity it has 
grown out of an attitude of respect for the patient as a person, a scrupulous 
regard for his sense of privacy, and the absence of a double standard in the 
relationship between patient and therapist. With regard to the last point we 
have had ample evidence that obliqueness or double dealing of any kind—no 
matter how subtle the therapist may feel himself to be—can end only in lost 
rapport. 

Beyond this again is the therapist’s readiness and ability to respond 
intuitively to the patient’s needs. Effective techniques for stimulating creativity 

cannot be planned or devised in advance: they must arise spontaneously to 
meet the given situation. Only a sensitive “third ear” and a total concentration 
can adequately meet its demands. Along with a third ear a blind eye is equally 
necessary: insight and “outsight” seem in this context to be mutually exclusive. 

We aim, therefore, at more than a neutral, permissive attitude, which by 
its very nature must present a cold, controlled aspect to the patient. The 
attitude rather is relaxed and responsive, undisturbed by—almost blind to— 
the patient’s negative symptoms because it is expecting the positive reactions it 
assumes to be potential in every human being. 

Techniques for inducing significant activity necessarily demand wide 
variations according to the individual’s needs. When a patient first attends a 
session he is usually given paper, pencil and coloured chalks and left to his own 
devices for five or ten minutes. If nothing has transpired the therapist sits down 
for a chat with him, exploring his attitude towards art as an activity and _ his 
understanding of what such activity involves. This conversation is a means, too, 
of conveying the therapist's own non-critical attitude, and is designed to relieve 
any anxiety the patient may have as to standards expected, or the use that might 
be made of his drawings. V erbally, and through demonstrations, the patient is 
made as aware as possible of the rich and varied sources of self-expression open 
to him. 

These sources range from direct observation, through remembered and 
imagined subjects, to completely non-representative or abstract material. The 
relative value of these sources can best be demonstrated with a diagram. (Fig. 1). 


Our experience suggests that, broadly speaking, there is greater likelihood 
of the patient attaining more freedom as he selects his material towards the right, 
rather than the left, of this range. To draw directly from observation is to 
invite criticism: and the patient is too dominated by the actual forms he observes 
to use any freedom in their interpretation. Drawing from memory, he is using 
material that has already become highly selected from experience, and is therefore 
more personally significant. Too, the critical viewer is not likely to be as 
familiar with the material, nor as ready to point the hostile finger. With i imagina- 
tion (that is, the inventive manipulation of remembered forms, or fantasy) comes 
another increase in freedom. The final freedom is abstract expression, where 
the patient, no longer representing anything, is immune from criticism. 

On the other hand, as the patient moves from left to right for material he 
becomes increasingly dependent on his own resources. This, for some patients, 
means increasingly anxious reactions; and not infrequently a patient will balk 
at first against even the most primary form of expression (drawing from observa- 
tion); though perfectly willing to copy another work of art—even, sometimes, 
one of great complexity. In our work we learn as early as possible where the 
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patient feels most comfortable; and occasionally use even a Copy as a starting 
point. When made aware of the freer areas of self-expression to the right, most 
patients will readily move in this direction. 

It is quite possible, however, for a patient to do non-representative work 
that is quite superficial in content; and, conversely, a purely representative 
drawing or painting may reveal depth of sensitivity and creativeness. At no time 
with any patient is it possible to say, this is the specific area in which he w ill 
produce free expression at a significant level. 


The therapist's readiness to respect the patient’s privacy is a necessary 
condition for maximum self- -expression. More will be said on this subject under 
Staff Relationships. In some cases this respect for privacy is used as an active 
agent in treatment. Where a patient is judged ready to deal with material that 
he does not want to expose to any viewer the therapist makes it clear that no 
one will see his work, and is scrupulous not to view it himself, even in the patient's 
absence. Frequently such work is torn up and put in the basket. The fragments 
are collected and preserved until such time as the patient may be ready to piece 
them together and re-view them. Drawings done under these conditions can 
become the basis for profitable sessions with a psychotherapist. 

6) Interpretation 

The reservations we have already expressed with regard to the interpretation 
of finger painting apply equally, in our experience, to interpretation in general. 

It is true that a great many paintings have obvious meanings which he who 
runs may read. Confusion, hostility, withdrawal symptoms, and so on, can be 
identified often with ease. The drawi ing-a-person test frequently reveals major 
personality traits and is often used in our sessions as a project to encourage 
self-analysis. To assume, however, that there are significant differences betw een 
the character of, Say, “schizophrenic paintings” and “normal paintings” is to 
disregard the evidence to the contrary provided by the last fifty years of Western 
painting; unless of course one merely decides to label all post- impressionist paint- 
ing as insane art. 
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In no field is wishful or projective interpretation more common than in Art 
Therapy. It is questionable, indeed, whether in any other field there has been 
more assumed and less proved. One thing does seem to be self-evident. No 
matter how skilful and accurate an interpretation may be, it awaits the patient’s 
own emotional recognition. We cannot give our eyes to the patient; and it is 
surely presumptuous in every sense to suppose that we are able to see through 
his eyes. 

Nevertheless the interpretation of drawings has therapeutic possibilities. 
Not infrequently a patient will ask for the therapist’s interpretation of his 
drawing; sometimes in a context that is not merely self-evasive. If the therapist 
feels that this request comes out of a groping on the patient’s part toward self- 
analysis the challenge is accepted. Prefacing his reactions with “If / had made 
this drawing it would mean —” the therapist correlates what are to him significant 
aspects of the drawing with a frank disclosure of his own inner needs, and ends 
by pointing out that this is not his drawing but the patient’s: that the patient 
will be able by similar attempts to find his own meanings. This demands on 
the therapist’ S part a very different relationship than that obtaining | in the psycho- 
analytic situation. The therapist becomes, in effect, a patient himself; establishing 
a genuine equality that makes a maximum of communication possible. We are 
well aware that this is a controversial procedure, justified only when it follows 
spontaneously out of a special situation. Indeed, any deliberate technique or 
attitude employed in a therapeutic situation is subject to stereotype with repeated 
use; and, unless constantly adapted to the needs of the patient, becomes sterile. 


7) The Role of Instruction 

While it is made clear to the patient that technical or even artistic excellence 
is not an aim of the art session, there is nevertheless a usefulness to an art therapist’s 
background in drawing and painting, quite apart from his awareness of, and 
sensitivity to, a wide range of art forms. Patients with some training in art are 
very likely to show up at art classes, and are soon aware of the therapist's own 
background. The therapist’s spontaneous recognition of a “fellow artist” has a 
definite role in the therapy of such patients. Others ask for formal instruction 
in technique which, when given, may build the patient’s confidence in, and 
establish rapport with, the therapist. As the patient's confidence increases he 
may venture into more creative fields, increasing the depth of his satisfaction. 
The desire for instruction is primarily an expression of dependence, and our 
aim here is to wean the patient gradually into less dependent forms of activity. 


8) Staff Relationships 

It is questionable whether Art Therapy as a separate activity has any great 
treatment value: it is only as a part of the total treatment program that it can 
make its full contribution. The attitudes, therefore, of the whole staff have a 
bearing on its effectiveness. Unless the psychiatrist has an understanding of, and 
sympathy for, our aims we will neither get the patients we can work with, nor 
the direction we need, to do a good job. Confidence built up in an Art Therapy 
session can be destroyed by the careless remark of an indifferent nursing attendant, 
or a too solicitous one by a nurse on the ward. When the patient’s creative urge 
is stimulated to the point where he will draw or paint on the ward, the attitude 
of the hospital has a direct bearing on his work. 

The general attitude of society to self-expression in painting is unfortunately 
the opposite of therapeutic. Many staff members reflect this attitude, admiring 
strictly representative work (w hether it is copied or observed) as such; making 
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little effort to understand any other form of expression. Consequently, we 
encourage nursing attendants and nurses, who accompany the patients, to draw 
or paint with them rather than act as spectators. This serves the triple purpose 
of making therapy for the patient seem less imposed, of enlightening the staff 
as to the possibilities of freer forms of expression, and of encouraging the develop- 
ment of a non-critical attitude. Non-participating staff members are encouraged 
to sit away from patients at » ork, rather than look over their shoulders. 

Another vital factor in Art Therapy is that of preserving any confidences 
made to the therapists by the patient. Our experience suggests that more 
attention should be paid to this aspect of therapy. The situation frequently 
arises where the patient’s discussion of his drawing will spontaneously expose, 
or suggest, experiences or reactions he would normally reserve to himself. This 
may throw valuable light on the patient’s condition; “and the therapist’s natural 
impulse is to pass this material on to the physician, or to other interested staft 
personnel. Undoubtedly he is justified in so doing in special cases; but we are 
convinced that it is a practice open to much abuse. The patient’s confidence 
and the short time benefits are likely to be overbalanced by the long term damage 
done to the patient’s faith in the therapist as a person who will preserve his 
confidence. To put it bluntly, once the therapist is regarded as a “stooge”, he is 
valueless as a therapist. Our practice has become, where material of a confidential 
nature is exposed, to pass this on to the interested staff members only after 
discussing our intention to do so with the patient himself. Significant inter- 
personal relations are on too delicate a level to survive even the therapist’s own 
knowledge that he is dealing obliquely with the patient. And, if the patient’s 
intimate life is discussed loosely with a staff group, some sense of this, if not 
actual knowledge, must sooner or later filter back to the patient. In Art Therapy 
patients cannot be dealt with, or regarded, as impersonal cases; they must be 
treated by the therapist as persons in the full sense of the word. 

The privacy of the patient is most likely to suffer from visitors. Conse- 
quently, we confine casual visitors to the last hour of the morning; and do what 
is possible to prevent the patients from feeling that they are on exhibition. On 
the other hand, we desire visitors, and when time allows acquaint them with what 
we are doing, so that an understanding of the aims and methods of Art Therapy 
may become more general. 

One thing that is clear from our experience in Art Therapy is the validity 
of the general aim voiced by the Chief Psychiatrist, when the program was 
begun: that a maximum therapeutic effect is obtained when the resources of 
the whole therapeutic team—psychiatrist, psychologist, therapist, nurse, and 
nursing attendant—are brought to bear on a particular case. This demands 
a bond of interest, understanding and determination running through the 
team which is only possible when all members of the group are conv inced 
of the value of their work. In Art Therapy this team work is becoming more 
and more integrated and effective. This is due to the solid support given it by 
the Hospital Superintendent and the Veterans Welfare Services, and to the 
increasing interest and co-operation of the whole staff. The atmosphere is one of 
healthy growth. 

The introduction early in 1955 of a second weekly session has meant more 
frequent contact with more patients, has enabled the introduction of group 
sessions, and has greatly increased our feeling of effectiveness. The provision of 
time before and after the sessions in which to prepare materials, consult with 
psychiatrists, discuss cases, file drawings, and write reports, has proved exceedingly 
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helpful. To date, however, there has been little opportunity for any kind of 
purposeful research. A wealth of material has accumulated, both drawings and 
related clinical notes, that should produce rich rewards if time were allotted to 
intensive analysis and correlation studies. The product of such research would 
not only stimulate and make more purposeful our own therapy, but would make 
what we have learned available for other workers in the field. In this connection, 
an occasional group discussion program, to acquaint staff members (especially 
nurses and nursing attendants) with the aims and methods of Art Therapy, would 
do much to increase the effectiveness of the psychiatric team. 

Since the introduction of two sessions per week the staff-patient ratio has 
averaged 7:14 per week. In the drawing and painting sessions a nursing attendant 
of either sex is present, besides the therapist and psychologist, with nine patients. 
In the group sessions an average of five patients and three staff members attend, 
a male nursing attendant not being required. When the nursing attendant takes 
an active part in the session (by drawing or painting) he has a definite function in 
the group. However, over the past two years there has been only one instance 
where a mild disturbance justified the presence of a nursing attendant. 

A session in which the therapist only was present would be poor economy 
for several reasons. In the first place, the psychologist is just as active throughout 
the session as the therapist. Secondly, since accurate assessments of the patients’ 
needs are essential, the presence of a psychologist ensures that one-sided judgements 
will be avoided. Thirdly, if the therapist worked alone the number of patients 
would need to be curtailed sharply. Actually, where psychologists or psychiatrists 
are doing intensive therapy with individual persons, they have frequently found 
the Art Therapy sessions a useful setting, and the patients’ drawings a means of 
significant contacts. 

To date three or four nursing attendants have shown themselves interested 
in, and capable of helping with, Art Therapy. If there were any means of giving 
these nursing attendants some status the cost per patient could be brought down 
by employi ing them regularly as therapeutic assistants. If this were done, either 
more patients could be treated, or the higher-priced help could be concentrated 
where it was most needed. 


Discussion 
The Special Values of Art Therapy 

As indicated earlier in this report, the patient’s drawing can be a means of 
acquiring confidence. Where this comes from a visible increase in skill, Art 
Therapy does not differ from occupational therapy in general. It is another 
matter, however, when the patient views his drawing as a personal creation— 
a reflection of himself. In a sequence of his own drawings in which he sees 
increasing integration, the recession of menacing elements, or other indications 
that he is becoming a healthier person, he finds support in his own self-portrayal 
for his growing confidence. He is, in effect, discovering resources of strength 
within himself. 

A rough parallel might be drawn between Art Therapy and some aspects 
of physiotherapy. The rehabilitation of disused muscles, or the training of a new 
combination of muscles to take the place of paralyzed ones, demands an aware- 
ness of, readiness to use, the patient’s physical resources. As a means of treating 
personality handicaps, Art Therapy trains the patient to set a realistic value on his 
own spiritual resources; to discover them, use them, and learn to rely on them. 
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The sequel to self-expression in Art Therapy gives it what is, perhaps, its 
unique value. On completing his creation the patient can view his work as a 
part of himself that is outside of himself. It can be—if the level of self-expression 
is significant—the patient’s unique opportunity to see himself with some degree 
of objectivity. Here, too, the greatest demands are made on the therapist to 
provide the atmosphere most likely to stimulate the patient to make his own inter- 
pretation. 

Both Art and Music Therapy at Westminster have one advantage in common 
over other forms of treatment. I. both, the therapist comes from outside the 
hospital and has no connection with hospital routine. He is a “contact man” 
with the outside world, less liable to the suspicion or hostility that is a frequent 
reaction to the full-time staff worker. It is easier, too, for the therapist, with his 
limited hospital contacts, to assume the normalcy of the patient. This assumption, 
when spontaneous, is a vital factor in establishing rapport. 


Limitations of Art Therapy 


It is becoming increasingly apparent that Art Therapy begins a process 
which it cannot complete. A critical point is reached, when Art Therapy has 
been most effective, where daily contact with the patient, and the special skills 
and gifts of the trained psychotherapist are essential to further progress. Insofar 
as analytic methods are used in the treatment of mental illness, Art Therapy may 
be useful as an aid, but is no substitute. 


Questions 


In Art Therapy, as in any other form of treatment, it is necessary to proceed 
on a number of assumptions which may, or may not, be valid. Each of these 
assumptions implies a question for which we cannot claim to have an adequate 
answer. The basic question arises, how can these assumptions be proved, or 
disproved? We assume, for instance, that self-expression is good for a patient. 
We see convincing evidence that he enjoys it. But to date we have discovered no 
real proof that it makes any permanent contribution to his mental health. 

In the case of a chronic patient whose level of self-expression may vary, but 
whose range of variation remains constant over long periods of time, we can 
reach three alternative conclusions: 

a) Self-expression has had no effect on his mental health, 

b) Self-expression has, at least, prevented the patient from regressing, 

c) The patient is unchanged because he has expressed himself only at a 

superficial level. 

Which is the valid conclusion? 

Where a patient with a good prognosis is involved, we almost invariably get 
striking variations in style, subject matter and skill. Frequently (and nearly 
always in the case of a patient who is subsequently discharged) progress is appar- 
ent in this work. Where such progress occurs two questions arise: 

a) Does this progress contribute towards, or merely reflect, the patient's 

recovery? 

b) If Art Therapy does contribute to recovery, how does it do so? 

Self-expression is only one of a number of factors: the therapist’s non-critical 
attitude or enthusiasm, the effect of the patients on each other, the high staff- 
patient ratio, etc. Is the creative work done by the patient the key factor, or of 
only incidental importance? In other words, has Art Therapy a unique and 
permanent place in the therapeutic battery that justifies the high staff-patient 
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ratio; or is it merely another variation of the occupational type of therapy, 
effective mainly through its concentration of staff on the individual patient? 

Any convincing answers to these questions are most likely to be found in 
working with chronic cases of long standing. In the field of mental illness the 
uniqueness and complexity of each individual case makes it impossible to group 
large numbers for controlled experimentation. Each case must provide its own 
control. Chronic cases, where other therapies have been tried again and again 
and found wanting, provide the ideal experimental material. Much might be 
learned if such patients were subjected to alternating intervals of Art Therapy 
and non-therapy over a period of two or more years, under consistent and 
regular observation. 

A rich experience in Art Therapy of various kinds has accumulated in the 
United States and Canada, but sharing of this experience is rare. This report 
comes out of the wish to pass on what we have tried out at Westminster to other 
Art Therapists, in the hope that they will do the same for us. 


Resumé Francais 


L’article décrit le programme de thérapie par l'art qui fut inauguré en 
novembre 1952 a l’hdpital Westminster de Londres. Aprés considération bre, 2 
de l'aspect physique de l’unité, de ’honoraire des sessions et du personnel employe, 
le point de vue et l’attitude de l’artiste-thérapeute sont donnés sans ambage. Ce 
qui compte, c’est la possibilité d’expression de soi a son avis, c’est méme ce qui 
produit Phabileté technique. A cause de cette occupation, le patient est encouragé 
a s'exprimer dans ses productions artistiques; les copies exactes et les considéra- 
tions théoriques regoivent peu d’attention. Selon cette technique l'on s’applique 
4 faire ressortir les différences individuelles, Punicité du patient. L/artiste- 
thérapeute fait aussi profession d’un grand enthousiasme: on peut toujours faire 
quelque chose pour un malade quelque réservé qu’en soit le pronostic. 


Les conditions d’acceptation d’un patient dans le service sont assez clairement 
d'scutées: beaucoup d’attention est accordée a ses besoins et a son histoire passée. 
L’utilisation des divers matériaux et de leur valeur respective est ensuite étudiée. 
Comme a hopital de Westminster, on admet que le but premier de cette thérapie 
est de favoriser la libre expression de soi, les auteurs ont dressé un tableau trés 
utile a la compréhension et a l’évaluation des tendances expressives du patient par 
l'art. Il est, entre autre chose, établi que plus il est imaginatif et inventif, plus il 
se dévoile, exception faite de rares cas alors quil utilise ce moyen pour mieux se 
cacher. De méme, plus il est conventionnel et se base sur |’observation, plus il 
inhibe ses capacités d’expression. Il y a aussi nécessité de Tespecter la vie privée 
du patient et de n’utiliser ses confidences qu’avec sa permission. I] est trés sensible 
a deceler les révélations faites par l’artiste- -thérapeute, en l’occurence son confident, 
ce qui rend tout travail ultérieur impossible. 

Les auteurs sont des plus prudents en offrant des interprétations; par ailleurs 
ils se contrent assez actifs dans leur utilisation, en quoi ils different de la technique 
psychanalytique. Ils soulignent aussi que le besoin chez le patient d’étre instruit 
signifie un besoin de dépendance que cette technique s’efforce de sevrer. En 
terminant, ils apportent quelques considérations sur les relations entre les membres 
du personnel qui doivent étre celles d’une équipe et arrétent des conclusions des 
plus modestes et des plus critiques. 
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THE EFFECTS OF REPEATED INSULIN HYPOGLYCAEMIA ON 
CAPILLARY AND TISSUE METABOLISM IN MAN* 


By Joun W. Loverr Doust, M.B., B.S., B.Sc,. M.R.C.P., F.R.C.P.(C) 
Associate Professor of Psychiatry 
and 
Marta E. Satna, M.D., 


Research Associate 


Very many studies exist on the immediate neuro- -phy siological and metabolic 
effects of progressive insulin hypoglycaemia and of its more remote effects of 
influencing the course of schizophrenic illness in psychiatric patients. The former 
literature has been extensiv ely reviewed, inter alia, by Gellhorn (1943, 1953) and 
the latter by Bellak (1948). Scant attention has however been paid to the patient’s 
homeostatic economy during the hours following the interruption of an episode 
of hypoglycaemia and knowledge of the capillary vascular response to “insulin 
shock” is sparse. Inferentially, the equation of anoxaemia and hy poglycaemia is 
well established (Himwich, 1951; Gellhorn 1943); it has been demonstrated both 
in tissue metabolism directly by Campbell and Dudley (1924) who showed that 
tissue oxygen tension falls in insulin hypoglycaemia, and also in the blood vessels 
by Himwich et al. (1941), Loman and Myerson (1936), Dameshek and Myerson 
(1935) and by Lovett Doust and Schneider (1952) who employed the oximeter 
to conform the earlier work on cerebral blood flow and showed that the blood in 
peripheral skin capillaries undergoes similar anoxaemic changes to that in the 
cerebral vasculature under the influence of hypoglycaemia. 

This paper reports the psychophysiological findings gleaned from two 
schizophrenic patients who were studied kinetically on a daily basis both during 
a two-months resting period in hospital and during a succeeding three months 
course of insulin coma therapy. The procedures employ ed to monitor change 
were selected especially for their relevance to capillary vascular physiology and 
tissue metabolism. 


The Subjects Studied 


Patient A: Male, aet. 21, was admitted to a psychiatric hospital as a voluntary 
patient on 20th January, 1955. Routine physical examination was ‘N.A.D.’ apart 
from a tinge of cyanosis at the lips, pinnae and nail folds. He was a tall (6'14”), 
slender (133 lb.), asthenic-athletic youth with blue eyes and brown hair who 
looked younger than his stated years. He was left handed. The E.K.G. was 
normal and the E.E.G. contained no more diffuse low amplitude 5 to 7 cps. 
activity than is considered w ithin the normal limits for this age group. Serum 
proteins were: albumen 5.0°%, globulin 2.1%,. Urinalysis was normal. Blood 
picture was normal with a Hb of 98°4 and W.B.C. of 7,600. 

Birth, development and upbringing were not apparently unusual and there 
was no family history of mental disease. At time of his hospitalization, the patient 
was a third year medical student. The overt onset of schizophrenic breakdown 
occurred only a few weeks before admission to hospital but, for the preceding 
six years, a number of suggestive character quirks had been noticed. Since the age 
of 15 he had been an abnormally suspicious boy, afraid of his own violent im- 
pulses, fearful of thieves, overly shy with his peer groups, more than usually religious 
and with a father-motivated drive to study which underlay the conflicts induced 
by the awakening of his adolescent psy chosexuality. Immediately prior to his 
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hospitalization, the patient was neglecting his studies, acting strangely, almost 
mute to questioning, complained that he could not sleep yet lay about his bed in 
the daytime with a bible and an anatomical textbook doing nothing. On admis- 
sion he was found to be in a highly suspicious frame of mind, anxious and worried, 
deluded that communists were after him, that he had stolen something and that 
he had committed crimes. His thought processes, speech and actions were 
retarded and insight was lacking. He appeared indifferent to his circumstances, 
affect was flat, thought blocking apparent, and emotions often inappropriate. He. 
appeared preoccupied and listless but was co-operative despite the suspiciousness. 
He was well orientated, his memory good, intelligence about average but con- 
centration poor and attention wayward. A diagnosis of schizophrenia, catatonic 
type, was made and our baseline investigations were commenced a month after 
admission. A short (two weeks) course of Frenquel did not appear to influence 
the patient’s condition. A course of deep insulin therapy was begun on 2nd 
April and discontinued on 2nd June by which time the patient had experienced 
42 hypoglycaemic comas. 

At termination of treatment it was apparent that the schizophrenic state had 
receded satisfactorily. Mr. A was interested and cheerful. He talked more 
quickly and spontaneously and engaged in activities with enthusiasm. No 
evidence of delusional thinking could be obtained but he remained perhaps a 
little more seclusive, concrete and affectively shallow than he might have been. 
He was discharged to his home “improved” on 19th July with the hope that he 
might be able to continue his medical studies. 


Patient B: Male, aet. 23, was admitted to hospital 28th January, 1955, on certificate. 
Physical examination showed him to be a healthy young man of average height 
(5'6”), somewhat underw eight (117 lbs.), of sallow complexion and asthenic 
build. The E.E.G. was normal, as were the urinalysis, serology, haematology 
(Hb 87°., W.B.C. 6,800) and other routine investigations carried out. 

The patient was of Austrian Russo-Jewish stock. His parents never got 
along with one another and finally separated when the patient was eleven years. 
The whole family was unstable in one way or another and a brother suffered 
repeated illness requiring admissions to a mental hospital. Onset of schizophrenic 
symptoms occurred in the patient when he was aet. 16 and when he became 
conscious of halitosis. Gradually he became convinced that his breath con- 
tained a faecal odour and that other people avoided him on account of 
Borborygmi, excessive salivation and facial twitching were noted by the patient 
and he also complained of a sensation of anal spasm. Since the symptoms 
worsened in social settings, he passed rapidly from job to job. 

On admission to hospital he was restless yet apathetic, capable of coherent 
but circumstantial conversation, showed considerable variability of mood and 
periods of great depression. Delusional ideas and ideas of reference were prom- 
nent; auditory, olfactory and gustatory hallucinations were admitted. He 
was at times highly suspicious of the intentions of those about him, expressed 
fears of homosexuality and was subject to transient panic attacks. Orientation 
and memory were preserved. Insight and co- operation were fair. A diagosis 
of schizophrenia, paranoid type, was made and baseline investigations commenced 
about six weeks followi ing admission. No response to a short course of Frenquel 
was evident. Insulin coma therspy was begun on 2nd April and continued until 
30th June with a total of 57 treatments and 30 hypoglycaemic comas. Consider- 
able clinical improvement was noted during the insulin course but the patient 
relapsed rapidly at its conclusion and despite a subsequent series of six electro- 
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cerebral treatments and intra muscular chlorpromazine he had finally to be com- 
mitted to an Ontario Hospital “unimproved”. 


Experimental Methods 

Change in the patients’ mental status was determined daily in the roughly 
quantifiable fashion prov ided by the Malamud and Sands psy chiatric rating scale 
(1947). Scoring was in the hands of the same experienced observer throughout 
the study to avoid individual variation and the nature of the 19 components of 
the scoring schedule meant for our purposes that a single figure (ranging from 
0 to 114) provided an index of the overall intensity of disturbance in the mental 
state. It did not of course yield qualitative data as to the nature of the disturbance. 

Body weight was measured daily on counter- -poised scales at the same time 
of the day and with the patient attired similarly on each occasion. An estimate 
of tissue water balance was made by clinical finger plethysmography. In this 
technique the patient’s finger is immersed to the same extent each day in water 
contained in a small measuring cylinder and the displacement of the water read 
off (in ml.) from the graduations on the cylinder. Although rough and ready, 
the method is subject to few variables, assessment can be made at least to within 
0.25 ml. displacement and the results correlated well with the subjects’ varying 
subjective experience of puffiness of the tissues. 


Arterial pressure was estimated repeatedly using a stethoscope and mercury 
sphygmomanometer. Capillary blood pressure was measured indirectly as the 
skin-colour-disappearance pressure using a glass Hooker capsule applied to the 
dorsum of the hand in strict accordance with a method (Briscoe, 1918; Lovett 
Doust, 1955a) the results of which corresponded well with those obtained by 
Landis’ (1930) direct nailfold capillary micro-cannulation technique. Capillary 
resistance was measured by the positive pressure Gothlin test (Géthlin, 1937; 
Lovett Doust, 1955b). 


Capillary blood-oxygen saturation values were obtained by spectroscopic 
oximetry (Ray, 1946; Lovett Doust, 1952) from the capillary units of the finger 
nail fold skin and the same site was used for the indirect determination of 
arteriolar blood flow. For this purpose a Baird-Hardy dermal radiometer was 
employed, with correction made for changing environmental temperature as 
occasion demanded. 

Microscopic observations were made on the minute vasculature of the nail- 
fold skin by means of a Leitz capillary microscope. The observations included 
inspection of the morphology of the vascular field (Lovett Doust, 1955c); estima- 
tion of vascular tone on a nine-point scale ranging from extreme spasticity (+4) 
to maximal vasodilatation (—4); assessment of the inter-vascular tissue ground 
substance for its histological appearance and possible presence of haemorrhages; _ 
and measurement of corpuscular flow in the capillaries and pre-capillaries. The 
technique of measurement of capillary blood flow, in terms of corpuscles per 
second across a given point in the vascular field of the nail fold skin, has already 
been published (Lovett Doust and Salna, 1955). Briefly the method consists in 
bringing the microscopically observed corpuscular streaming to an apparent stop 
by adding the light from an adjacent stroboscope and adjusting its flicker rate 
to coincide with the corpuscular flow rate. The technique is relatively simple 
although it does demand a certain familiarity with capillary microscopy. Its 
implications are far-reaching for oxidative metabolism since it is only by means 
of such corpuscular movement that tissue nourishment can occur. 


Alveolar gas tensions were measured by passing samples of alveolar air 
through a Beckman Model C paramagnetic oxygen analyser (for pO,) and 
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through a Bacharach rapid analysis modification of the Haldane apparatus 
(for pc (O.,). In these ways very many sainples could be handled in a short time 
and analy sis made at the bedside. 


F inally, variations in discriminatory awareness were estimated by serial deter- 
minations of the critical flicker fusion threshold (C.F.F.). A General Radio 
Strobotac was used and the technique followed that already detailed elsewhere 
(Lovett Doust and Coleman, 1955). 


Plan of the Investigation 


Fach patient was examined for a 30-60 min. period in the late afternoon 
both during the resting baseline period and also continuing later on during the 
months of the insulin treatment course. Additional observations were also made 
in the mornings while the patient was passing into hypoglycaemia and during the 
interruption of the coma with glucose, but these will be reported in a subsequent 
communication. By means of this time schedule we were enabled to determine 
the daily physiological changes brought about by the hypoglycaemic episode of 
that morning and to compare the status of the patient in a variety of ways with 
that obtaining prior to the commencement of treatment. No effort was made to 
monitor every one of the many physiological variables twice each day on both 
patients but a systematic kinetic pattern was followed so that a representative 
selection of results accrued gradually over the course of the study. Even so the 
mass of data proved unwieldy and it was decided that the results could be 
expressed most meaningfully by making a direct series of comparisons between 
the baseline readings and those affected by the hypoglycaemia for each variable 
studied. Such an experimental design lent itself readily to statistical evaluation 
by the small sample variant of Student’s t test and this method was employed in 
the tables which follow. 


Results 
Chronic Summative Effects of Insulin Hy poglycaemia 
Those of the findings as were available to statistical analysis are given in 
Tables 1 and 2 which compare and contrast the effects of hypoglycaemia in the 


TABLE 1: PATIENT A 


Baseline schizo Post-insulin 
phrenic state state 
Psycho-physiological 
function 


Mean ‘ Mean 


Rating S Scale Score......| 03 
Body Weight (Ibs. ) 96 
Tissue water displacement 
(cc. H2O).... 
C.F.F. (cps.). . 
pO2 (mm. Hg. ) 
pCO: 
Systolic B.P. (mm. Hg.) 
Diastolic B.P. (mm. Hg.) 
Pulse Pressure (mg. Hg.) 
Capillary B.P. (mm. Hg.) 
Skin temperature (°F. ) 
Oximetry (raw scores) 
Capillary Oz satn. (%) 
Capillary blood flow 
(corp./sec.). . 


D t P 
obs. 
12.19! 40 6.80 3.61 —9.23 9.022 | <.001 
2.30 41 161.27. 8.74 +18.31 21.441 <.001 
0.52) 40 4.32 0.44 -0.36 6.334 <.001 
299 42 4216 3.27 +3.56 9.446 <.001 
6.02 79 100.08 11.89 —1.18 1.359 NS. 
073 48 6.16 0.77. +1.20 16.901 <.001 
11.36 37 105.68 19.42 —3.03 1.587. NS. 
10.64 37 64.05 5.79 —8.81 8.661 <.001 
11.80 37 44.32 8.15 +8.46 7.019 <.001 
; 12.89 143 34.25 12.72 —7.67 11.017  <.001 
3.67 32 93.27 2.66 +1.43 4.020 <.001 
11.23 244 29.30 9.89 +439, 9.816 <.001 
| 244193.40| - | 41.30| - 
7.26 131 13.43 9.51 | +7.43 16.067 <.001 
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TABLE 2: PATIENT B. 


Baseline schizo- Post-insulin Difference 
phrenic state state 

Psycho-physiological 

function 


Rating Scale Score...... 9 17.89 5.89) 27) 14.41 3.81 | —3.48 | 3.482 01 
Body weight (Ibs.)...... 8 123.38 | 1.93 | 24 |136.88 | 5.78 +13.50 14.497 | <.001 
Tissue water displacement 

8 | 4.78 | 0.34) 27 4.23 | 0.48 | -—0.55 | 7.047 | <.001 
10 38.39 | 0.92 | 27 44.03 3.03  +5.64 12.656 | <.001 
pO2 (mm. He.) .-| 11 | 93.73 | 5.87 | 47 | 95.83 | 4.55 | +2.10 | 3.259 01 
15 6.19 | 0.66 34 5.60 | 0.68 | —0.59 | 6.064  <.001 
Systolic B. P. (mm. Hg.)..| 14 100.00 | 6.55 28 103.39 5.51 | +3.39 3.650  <.001 
Diastolic B.P. (mm. Hg.).. 14 | 69.64 | 7.19 28 | 63.57 | 6.39 | —5.07 | 5.759 <.001 
Pulse Pressure(mm. Hg.) | 14 | 30.36 | 6.67 | 28 | 39.46 | 8.01 | +9.10 | 7.480 | <.001 
Capillary B.P. (mm. Hg. | 95 | 43.03 |13.12 | 92 | 35.11 |12.74 | —7.92 | 8.341 <.001 
Skin Temperature (°F.). 29 | 95.36 1.64 52 | 94.40 | 1.81 | —0.96 | 4.830  <.001 
Oximetry (raw scores). . .| | 128 22.19 {11.92 | 156 | 26.72 | 7.82 | +4.53 | 7.697  <.001 
Capillary Oz satn. (4 i). 128 91.30 - | 156 | 92.60 - +0.90 - - 
Capillary blood flow ‘| | 

(corp./sec.)........... | 93 | 12.32 |13.31 | 101 | 24.39 |15.24 |+12.07 <.001 


two schizophrenic patients. As can be seen, the mean differences between the 
resting pre-treatment values and those resulting from the influence of insulin 
therapy are significant (and often sensibly so) for nearly every one of the thirteen 
variables investigated in both patients. Standard deviations have been included 
for all the mean values listed because they show that one of the effects of hypo- 
glycaemic treatment is to reduce the variation about the mean in at least half of 
the indices of psychophysiological function selected. 

Conrment 


As has been noted in the case histories given above, Patient A responded 
clinically fairly well to treatment; Patient B was finally unimproved. In terms 
of psy chophy siological response patterns both patients showed changes but these 
changes were not only usually greater in extent in A than in B (e.g. Malamud- 
Sands rating scale, body w eight, pCO,, diastolic blood pressure, skin temperature ) 
but also the post-hy pogly caemic values were more often within the normal range 
for A, less often for B (e.g. capillary blood-oxygen saturation, pO,, C.F.F.); and 
not in every index was the direction of induced change the same for both patients 
(e.g., pco, feil, systolic blood pressure rose and skin temperature fell in B, while 
the direction of these changes in A was reversed). 

Generally speaking, the baseline values of each patient are typical of those 
commonly seen in constitutional schizophrenia. Even after completion of the 
insulin course however both patients still showed some residual psychomotor 
disturbance (as given by the psychiatric rating scale), and also the persistent 
arterial hypotension (Hoskins, 1946), capillary hypertension (Lovett Doust, 
1955a), barely adequate alveolar oxygen tension and capillary blood-oxygen 
saturation (Lovett Doust, 1952), and impoverished capillary corpuscular ‘flow 
(Lovett Doust and Salna, 1955) which seem to be psycho-phy siologically pre- 
requisite characteristics of process schizophrenia. 


Additional Capillary Vascular Observations 
Petechiae were not produced frequently enough by the Gothlin technique 
in either patient to permit of statistical analysis of the results of this test. Com- 
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paring the results of those occasions when the test was positive however, a smaller 
number of petechiae appeared in the pre-defined antecubital skin area on the days 
following the hypoglycaemic episodes than on the days preceding them (mean pre- 
insulin A & B = 0.2, where N = 40; and post-insulin = 0.1, where N = 59). 
Tone of the nailfold skin capillary vessels was monitored daily and recorded 
as deviations from a normotonic state. Prior to treatment capillary vasodilatation 
was typical for both patients but was more marked in B than in A. Following 
insulin administration tone was recovered in the minute vessels of each patient 
but, again, the response was to a mean normotonus in A while in B a degree of 
dilatation remained (Resting = A = —.3 with N = 119; B = —1.3 and N = 27. 
Insulin = A = —.07 with N = 91; B = —.2 with N = 48). 
Tissue Metabolism 


The state of the intervascular tissues was also inspected. In regard to the 
translucency of this relatively homogeneous ground substance, a 4-point scale 
was used to differentiate clarity (0) from a fogged and almost opaque density 
(+4). Only in patient A did tissue translucency i improve following insulin treat- 
ment; in B opacity increased markedly and rendered the field difficult to oe 
at all (Mean values were: A = 2.56 with N = 77, baseline; and 2.45 with N = 
insulin. B= 3.05 with N = 38, baseline; and 3.31 with N = 54, insulin). 

Continued microscopic observation of nailfold capillary fields has yielded 
some as yet preliminary methods of classifying certain condensation aggregates 
of the ground substance noted above. Since these aggregates tend to cluster 
initially around the tips of the capillary units, we have termed them “condensa- 
tion halos”. Conv ersely, a clearing of ground substance opacity also tends to 
occur in similar sites at other times and this appearance we have called “deficit 
halos”. A daily count of these phenomena yielded the following mean figures: 
Patient A, baseline = 2.5 condensation halos and 1.7 deficit halos; insulin = 3.6 
condensation halos and 2.1 deficit halos, with Ns. of 39, 27, 37, and 32 respectively. 
Patient B, baseline, = 0.6 condensation halos and 1.0 deficit halos; insulin = 1.7 
condensatien halos and 1.3 deficit halos with Ns. of 7, 6, 38 and 32 respectively. 

The microscopic characteristics of intact living tissue are not readily 
recognizable without some form of intravital staining or phase-contrast 
microscopy, yet such tissue is not amorphous to unaided microscopic visualization. 
Many thousands of observations have been made of the intervascular tissue 
elements during the study of nailfold capillary units and it is our experience 
that the changing appearance of this tissue rather accurately reflects its metabolic 
status. In the last analysis the only route along which tissue cells can receive 
their nourishment is via the capillary vascular system. In terms of oxygen 
metabolism the vehicles traversing this route are the glucose molecules of the 
plasma and the red corpuscles, the important freight of the latter being 
oxyhaemoglobin, the oxygen of which is unloaded in accordance with the local 
circumstances obtaining in the area. In a paper in preparation (Lovett Doust, 
1955d) we have suggested that the tissue swelling, appearance of droplets, 
vacuoles, granularity and increasing foggy opacity discernible in the nailfold 
skin tissue are actually those of cloudy sw elling and hydropic cell degeneration. 
And we have further demonstrated that these reversible cell changes are 
examples of tissue anoxia, for we have evidence of their significant correlation 
with a diminishing capillary corpuscular flow, a falling capillary blood-oxygen 
saturation, a rising capillary hy pertension and tonus changes in the walls of the 
minute vessels to the extent of either extreme spasm or extreme dilatation. 
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Summary 

(1) The response of 2 male schizophrenic patients in terms of quantified 
extent of mental state disturbance, 12 measures of capillary vascular physiology 
and oxidative metabolism and 5 estimates of tissue cell metabolism were employed 
kinetically to determine the influence of insulin hypoglycaemia in man. Longi- 
tudinal observations were continued for 5 months, serial measurements being 
obtained daily prior to commencement of the insulin course and in the afternoons 
after interruption of the hypoglycaemic state by glucose. 

(2) Clinically, both patients improved initially but only one of them 
maintained this improvement and returned to his job; the other was finally 
committed to an Ontario Hospital. This difference was reflected in a mean 
fall of 10 points in the quantified disturbance rating scale in the former and of 
only 3 points in the latter patient. 

(3) The post-insulin state differed significantly from the pre-insulin 
baseline state in the patient who improved in that the body weight increased 
while tissue oedema diminished; the C.F.F. rose; pCO, was increased; pulse 
pressure widened; capillary blood pressure fell; arteriolar and capillary blood 
flow both increased; and capillary oxygen saturation also rose. In the patient 
who finally failed to improve clinically, similar changes were also found save 
that although his pO, increased, arteriolar blood flow fell somewhat and, in 
general, the physiological gains were less than in the former patient. Improve- 
ment in capillary resistance occurred in both patients, but the results could not 
be analysed statistically. 

(4) Microscopic observations showed a gain in capillary tone in both 


patients following the hypoglycaemic episodes, and an increase in translucency 
in the inter-vascular and peri-vascular tissue field. Together with the decrease in 
waterlogging of the tissues, it was felt that these findings supported an improved 
local cellular metabolism. Again, the changes in the clinically indifferent 
patient were differentially less well marked than in the patient who did well 
from his treatment. 
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The Regional Research Conference of the American Psychiatric Association 
held under the aegis of McGill University in Montreal on November 18 and 
19, 1955, was the fifth to be held in this area since the American Psychiatric 
Association set up these conference as a means of fostering the development of 
basic research in psychiatry. 

Attendance at these conferences in Montreal has steadily increased over the 
years, and a large audience was assembled from eastern Canada, including the 
Maritimes, from northern New York and from New England. 


The deliberations this year were centred primarily upon various kinds of 
stresses imposed upon the human organism, and upon patterns of response. 

In the opening morning session, Dr. M. Saffran outlined the exceedingly 
important original work which had been carried on by him in the Allan Memorial 
Institute upon the role of the posterior pituitary in its relationship to the anterior 
pituitary in the production of ACTH in response to stress situations. Dr. Henry 
M. Fox of the Peter Bent Brigham Hospital, Boston, described methods of 
observing human stress which have been developed by his research group in 
Boston, and drew extensively upon his work in connection with cardiac disease. 

In the afternoon session, Dr. B. K. Doans, of the Department of Psychology, 
McGill University, presented provocative data upon the stress imposed not by 
positive factors acting on the organism but by the elimination of forces ordinarily 
impinging upon the individual. He described the effects upon the perceptual 
capacities of his subjects when they were deprived of incoming sensory stimula- 
tion, particularly through the visual pathways. Dr. R. B. Malmo, of the Allan 
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Memorial Institute, dealt with certain aspects of anxiety and presented an hither- 
to undescribed homeostatic mechanism for the regulation of the arousal level 
of anxiety, and suggested that impairment of this mechanism is the physiological 
equiv alent of anxiety, and that the conscious and unconscious seeking to correct, 
or defend against, ——e feelings is symptomatic of impairment of a 
mechanism which ordinarily functions automatically. According to his view, 
this seeking of relief from anxiety parallels the aged person’s seeking for warmth. 

In the Saturday morning session, Prof. Leo Kanner of Johns Hopkins 
University dev eloped his exceedingly important concept of early infantile autism, 
this concept being explored and discussed by a group from the Univ ersity of 
Toronto Hospital for Sick Children, under the leadership of Dr. Wm. Hawke, 
and by a similar group from the Division of Child Psychiatry of the Montreal 
Children’s Hospital, under the leadership of Dr. Tay lor Statten. 

In the afternoon session, Dr. D. O. Hebb, Chairman of the Department of 
Psychology of McGill University, presented a film of his work on dogs reared 
in isolation. It was found that these dogs were different from ones that were 
reared normally. For example, the dogs reared in isolation were slow to learn. 
They also showed a peculiar tolerance of pain in respect to an electric shocking 
device, actually enduring the pain and putting their noses up against the shocker 
—in contrast to the speedy retreat of the normally reared dogs. Dr. Rene A. 
Spitz, of New York, brought out in vivid form some of the somatic consequences 
of emotional starvation in children, presenting his findings in the form of a film. 

The annual dinner was addressed by Dr. Aldwyn Stokes, Professor of 
Psychiatry of the University of Toronto, who spoke on “Research in Psy chiatry,” 
emphasizing the continual need for self-criticism and indicating that a broad- 
based experience is essential for the successful research worker. 
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EDITORIAL 


With the first issue of the Journal we would like to make explicit the main 
editorial policies and aspirations which have evolved as guides for the development 
of a publication for the Canadian Psychiatric Association. 


The two main functions of the Journal, in our estimation, are to bring to 
Clinicians in Canada information from their colleagues which will lead to 
improved care for psychiatric patients and, secondly, to offer the work of 
Canadian research psychiatrists before the scientific forums of the world. There 
are certain incompatabilities between these aims and our object will be to 
retain a balance. 


It is our hope that contributors undertaking to establish the validity of 
results of investigations by the scientific method will submit their findings to 
one of the elementary statistical procedures to determine the significance of 
numerical differences. Neglect of this measure is responsible for much of the 
confusion and delay in assessing the value of many experiments in our field. 


It is not believed, however, that knowledge in psychiatry can be adequately 
advanced by the statistical method alone and papers dealing with philosophy, 
clinical and administrative experience, will be given appropriate place. 


Besides its scientific purpose, the Journal must serve as a medium for the 
dissemination of news, of association activities and as a platform for presentation 
of points of view on the controversial issues arising within our specialty as an 
organized branch of medicine. As the official mouthpiece of the association, 
the editorial policy of the Journal must be one of impartiality since individual 
members hold divergent views on many of these questions. We feel, however, 
that scientific criticism of papers published and discussion of practical issues 
should be presented in our pages. Since the Journal is at present a quarterly 
we cannot emulate the lively and useful correspondence which is such a valuable 
feature of the British medical weeklies. For this reason we will publish critical 
or partisan correspondence together with a reply from the author criticized or 
rebutted from a representative of an “opposing” school of thought when possible. 


Considering the great number of psychiatric Journals which make a demand 
upon each reader's time, this Journal must receive the support, advice and 
criticism of the members if it is to earn a right to survive and meet our ideal of 
a representative, useful and catholic periodical. 
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All papers presented at the annual scientific session of the Canadian Psychiatric 
Association should be submitted to the Secretary at the close of the meeting. 
Prior right of publication rests with the Association. 


3. Papers may be submitted in either French or English. Whenever feasible a 
summary in the alternate language will follow each paper. Authors are requested 
to submit a summary of their paper of about three hundred words for translation. 
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